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An Address 
CLINICAL RESEARCH. 


DELIVERED AT THY OPENING OF THE St. ANDREWS 
INSTITUTE FOR CLINICAL ResearRcH, 
BY 


SIR JAMES MACKENZIE, M.D., F.R.S., ere., 


DIRECTOR OF THE INSTITUTE, 


INTRODUCTION. 

In proposing to start an Institute for Medical Research we 
have to answer the inquiry, “Is there need for such an 
institute?” In all civilized countries there have been 
institutes established specially devoted to medical re- 
search, some of them endowed financially with great 
liberality, furnished with all the appliances of the most 
recent scientific discovery, and directed by men of dis- 
tinction specially trained for the purpose of investigation. 
‘here are, moreover, the teaching schools in which 
research is carried on in innumerable laboratories and 
hospital wards. What justification can there be for 
starting an institute in an out of the way place like St. 
Andrews, seemingly deficient alike in equipment and 
material for observation ? , 

Certainly our enterprise needs justification, and it is my 
purpose to-day to give you the reasons for an enterprise of 
the sort we are about to start, and to show to you how a 
place like St. Andrews is specially suited for this purpose. 


Tue Science or Mepicine. 

There have been many stumbling-blocks in the path of 
medical progress. They are mainly due to the lack of 
understanding of the distinctive character of the science 
of medicine. The knowledge of disease is so incomplete 
that we do not yet even know what steps should be taken 
to advance our knowledge. It has been assumed that the 
methods which are suitable for various branches of science 
—as chemistry and physics—should be applied to medical 
investigation, but the methods of these sciences are not 
applicable to ‘the investigation of the most important 
phenomena of disease. The methods which have helped 
some sections of medicine—as physiology and bacteriology 
—are not applicable by themselves to the wider fields of 
clinical medicine. 

The present-day conception takes too narrow a view of 
the field with which medical science has to deal.  It- 
assumes that instrumental methods are of necessity the 
only scientific methods. It has been assumed that because 
recording and measuring instruments and other methods 
have greatly advanced such limited fields of medicine as 
physiology, bacteriology, and chemistry, that therefore 
clinical medicine should adopt the same methods. In 
medicine there are phenomena which the scientific instru- 
ments of to-day, however delicate, can neither register nor 
measure, and there are methods necessary for the investi- 
gation of disease which no laboratory experience can 
supply. 

As an outcome of this misunderstanding, large fields for 
investigation which are essential to the progress of medi- 

-cine have been ignored, methods and principles have been 

unrecognized or imperfectly applied, while the appropriate 
investigator has been neither trained nor encouraged to do 
the work which he alone has the opportunity to perform. 
Our scheme is not antagonistic to the investigation in 
other fields of research, nor do we wish to substitute our 
scheme for others. What we contend is that there are 
fields essential to the progress of medicine which have 
been neglected, and it is to some of these fields we intend 
to devote ourselves, and to use the methods which are 
suitable for the purpose. 


Tue Arm or Mepicat Resrarcu. 

In undertaking any enterprise the first essential is to 
grasp clearly the objects at which we aim. In medical 
research the object is niainly the prevention and cure of 
disease. While that is the chief claim of the medical 
profession for its existence, much of its. endeavour is, 
however, diverted to the relief of suffering, which is not 
quite the same thing. 

~The immediate call for the relief of suffering is so urgent 
that it absorbs the great balk of the time and endeavour of 


the profession, not only in the attempt to give relief, bug 
also in the search for means to afford reli Our objecé 
indirectly aims at the same result, but by a diff 
method—that is, in the prevention of disease and therefore 
of suffering. 

We must, from the outset, keep clearly in view that the 
goal of our-endeavour is the prevention and cure of disease. 
This aim is, no doubt, the chief motive in medical 
rescarch institutes, but its accomplishment has been ham- 
pered because research has hitherto been restricted by the 
limited experience of the agar, ws so that the oppor- 
tunity has been wanting for that broad outlook which is 
necessary to see the subject as a whole. The bacteriologist, 
for instance, has undoubtedly greatly increased our know- 


in the discovery of those signs of phthisis which rev 

the early stages of the disease when the possibility of 
recovery is at its hest. I am in no sense ignoring or depre- 
ciating the great advances that have been made by the 
different sections of medicine, and our institute is in no 
sense to be considered either as a rival to these or as @. 
substitute for them. Our work is to be supplementary, 
and we will employ their methods and discoveries, as well 
as those that are peculiar to our special needs. . 


Tae Basis of ouR SCHEME. 

We must grasp the principles we should employ to 
achieve our object. Common sense as well as worldl 
experience tell us that if we should try to solve a difficult 
problem the first step should be to make ourselves familiar 
with all its aspects. The means for solving a problem or 
overcoming a difficulty can best be found by knowing what 
the difficulty is and so coming to understand its nature. 
Applying this principle to our contemplated endeavour, 
we find that our problem being the prevention of disease, 


. Wwe require a complete knowledge of disease in all its — 
aspects before we can take steps to prevent its occurrence, 


The first principle I wish to lay down is that as disease 
is made manifest to us only by the symptoms it produces, 
it is imperative that the first step should be to understand 
the nature and significance of symptoms. 

It may be helpful if we consider shortly the stage which 
the study of symptoms has reached, so that by under- 
standing clearly where our knowledge is defective, we 
may obtain a direction which will guide us to a subject 
for profitable investigation. Medicine as a science is 
slowly emerging from a confused state, and has attained 
« certain degree of precision with the development of 
knowledge of structure (anatomy) and with the knowledge 
of function (physiology). 'To these have been added more 
precise knowledge of morbid structure and disordered 
function (pathology). The knowledge acquired from these 


| branches has been assimilated and put into practice by 


the physician, who recognizes in the living gross-changes 
due to altered structure and function by what:is called 
“physical signs.” The later development of bacterio- 
logy has revealed the causes of a great many diseases, and 
its discoveries have been so striking that for the time 
being it dominates the field of medical research. Its 
power for good is greatly restricted, however, by the fact 
that the attention. given to the study of bacteria: as they 
behave in the laboratory has diverted attention from their 
reaction in the human body—that is, in their production of 
symptoms. 

It is obvious that the stage of disease when it has 
caused structural dai®ge has been fairly well studied, 
and in the pathological institutes and hospital wards the 
damaged tissues have received due attention, while the 
study of the microbes of disease outside the human body 
is well provided for. 

What of the early stages of disease, the symptoms first 
proveked by the derangement of function or by the 
entrance of the microbe into the body? This is the stage 
where there are*no gross physical signs, for the structure 
of the organs has not been damaged, and consequently no 
mechanical aid to diagnosis can reveal them. What of 
the stage that precedes the onset of the disease when the 
patient is rendered vulnerable by some inherent defect or 


the surroundings in which research is carried on to-day 
in laboratories or hospital wards do not provide the oppor- 
tunities for discovering either the early stage or the 
predisposing stage of discase. 


If, then, we desire to prevent or cure disease, it is 
(3082) 


ledge of the tubercle bacillus, but his work does not mone 


by the condition of his environment? It is manifest that . 
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essential that the investigation should be carried on in 
those places where the early stages cau be seen and the 
conditions that predispose to disease can be detected. 
That, shortly, is the object of our institute and the 
justification for our enterprise. 


Tue Earty Stace or DISEASE. 

The question arises, Are there not symptoms provoked 
before damage is done? We who have had experience in 
general practice know quite well that the vast majority of 
patients complain of ill health long before there is any 
physical sign or signs detectable by mechanical aids. 
Chief among these symptoms are the feelings of the 
patients—a consciousness of ill-being produced by some 
sensations, or by the absence of the indefinable sense of 
well-being, or by the presence of symptoms perceptible 
only to the unaided senses of the doctor. 

Health may be defined as the harmonious working of all 
the organs. [ll health occurs when there is some discord 
in the working of the organs. Disease upsets the har- 
monious working of the — and gives rise to the 
consciousness of ill health. The first symptoms, then, of 
invasion by disease is invariably a consciousness of some 
impairment, and the vast majority of patients are conscious 
of something: that tells them all is not well. Now, while 
this consciousness of ill health or absence of well-being— 
however it may be described—is often the first sign of 
invasion by disease, as is admitted on all hands, it is uni- 
versally supposed to be of such an indeterminate nature 
as to be of little value in the detection of the disease. Cer- 
tainly to the superficial observer the patient's description 
often lends colour to this supposition, but if we seek to 
analyse the sensations produced by ill health it is remark- 
able how much information can be gleaned when we are 
trained to obtain from the patient a description of his 
sensations. But this is a point I want to impress upon 
you: it requires a long training to enable you to ask the 
appropriate questions, and a long experience before you 
can interpret the answers. 


NatTuRE OF THE PREDISPOSING CoNDITIONS. 

Medical knowledge has advanced so far as to recognize 
that a great many diseases which impair the health are 
secondary diseases—that is, they are. grafted on a body 
which has been weakened by some other diseases of 
slighter virulence. A great many people suffer from 
slightly impaired health due to some seemingly trivial 
cause, from which there is no danger to life, but this 
impaired health lowers the normal resistant powers of the 
body so that it is rendered vulnerable to more virulent 
diseases. 

The condition that lowers this resistance may not be 
disease, but be due to the environment, deficient nourish- 
ment, the kind of work, or other circumstances. 

It is manifest that, to find out these predisposing condi- 
tions, opportunity must be had of seeing the patient while 
these conditions are in operation, and before the onset of 
the more virulent disease. The period at which the early 
symptoms are recognized being nearer the time of onset 
naturally gives a better opportunity for finding out the 
predisposing conditions than the study of the later stages, 
when the time of onset may be forgotten. ; 

The investigator must therefore be one who has the 
opportunity for seeing the early stages, for seeing the 
patient when still only affected by the predisposing 
disease, and for finding out the circumstances of his life. 


Te or Symptoms. 

As the basis of our scheme is to obtain a thorough know- 
ledge of disease by the study of the symptoms it produces, 
it is essential you should clearly realize the necessity for 
such a study, for it is manifest that if you do not, you will 
fail to understand the methods necessary for the successful 
pursuit of our object. 

While we are all aware that there are defects in medical. 
knowledge, it is not easy to understand what they are. 
Yet it is manifest that before we attempt to make good the 
defect we must realize where the defect lies. When I say 
we must begin with the study of symptoms, it will be said 
that this subject has been studied by every physician and 
surgeon from time immemorial. Indeed, it is stated by 


‘some authorities that the study has reached a stage where 


all the knowledge to be got from symptoms has already 
been acquired, and if any further knowledge is to be 
gained it must be by the use of methods not yet invented. 


So far from that being tho case, it can be said that the 
knowledge which symptoms can yield is so far from havin 
been acquired that the kind of knowledge which they viel 
is not recognized, and in consequence the steps necessary 
to obtain this knowledge cannot be undertaken. 

In making this statement Iam not reflecting upon the 
intelligence of the physicians and surgeons in the past, 
any more than that it would be a roflectina on the great 
surgeons before Lister’s day to say that they did not know 
how to find out the cause of suppuratic¢n in wounds. 1% 
merely shows that medical knowledge has not advanced 
so far as to reveal its defects. A clear perception of the 
defect is the first step to make the defect good. 

While I could illustrate this point from the study of 


- almost any symptom, let me give some illustrations from 


our recent war experiences, where the defecé has been 
demonstrated in a striking manner, but where the 
demonstration has passed unrecognized. 

During the war large numbers of healthy men wera. 
rejected for the army because the examining footers 
detected a murmur in the heart. Why was that? Because 


there is a widespread belief that a heart with a murmur | 


is an impaired heart, and axthough it is also recognized 
that many murmurs are not of serious moment, yet tha 
absence of a knowledge of which murmurs are serious and 
which are innocent has not been recognized. In other 
words, the knowledge of how to assess the value of 
murmurs is lacking. x. 

Here, then, is a matter essential to the knowledge of 
symptoms which was found lacking, and this defect of 
our knowledge gravely affected the interests of the State 
at a time of crisis; yet the conception of medical know- 
ledge by our military and educational authorities did not 
permit them to recognize the nature of the defect. To 
tako another example—life insurance examiners, whose 
duty it is to assess the value of symptoms, have not yet 
awakened to the fact that the methods they employ are 
but a species of guesswork, and they have not yet realized 
that accurate knowledge of this kind is absolutely neces- 
sary to the progress of medicine. 

Deplorable as was the effects of a lack of knowledge 
of the significance of a murmur during the war, it was 
nothing to be compared with the results of a similar 
defect in regard to other symptoms. ' 

When the stress upon the nation became greater and it 
was found necessary to introduce conscription, those with 
impaired health and of older age were called up for 
military duty. The authorities recognized that many of 
the recruits would be unfit for full military work, and they 
set themselves the task of devising some method by 
which the impaired could be given work equal to their. 
strength. ‘hey produced the scheme of placing men in 
different categories, grading them according to the amount 
of physical work they were supposed to be fit for. On 
paper this scheme seemed all right, provided that there 
was the knowledge necessary to recognize the man’s 
degree of impairment. This, every one will recognize, is 
an essential requirement to the success of such a scheme, 
and this is just where it broke down—no one possessed 
this knowledge. It meant that the ordinary doctor should 
not only be able to recognize the signs of disease, but 
able to say how much work a man with a given impair- 


ment should be able to perform. This is a kind of — 


knowledge which nowhere exists. 

It is not necessary to dwell at length on the complete 
failure which followed the introduction of this method. 
While many healthy people were rejected, large numbers 
of people with impaired health were placed in categories 
which required of them effort for which they were un- 
fitted, with the result that many broke down, some died, 
others were crippled and spent most of their time, while in 
the army, in hospital. So great was the outcry that Par- 
liament had to intervene, and attempts were made to 
mitigate the evil effects of the system. 

The reason I cali attention to this is that here, before 
the eyes of the world, was a revelation of great significance 
of a defect in our knowledge of symptoms, and yet so back- 
ward is the state of medicine that the real cause of the 
failure is unrecognized. 


Tue Test or 
The path of medical progress is strewn with derelict 
schemes and projects. What reason is there for assuming 


that our endeavours shall not share this unkindly fate ¢ 
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While it would be ungracious to dwell upon the unhappy 
lot of many attempts, for each represents a laudable idea 
followed * energy wasted and hopes unfulfilled, yet a 
consideration of their procedures may throw a light which 
will warn us of the dangers ahead. Without going into 
details one can see that the failures resulted from the fact 
that the nature of the problem had not been clearly 
realized, so that the steps taken to solve it were inadequate 
for the purpose. One of the —_ causes of failure has 
been that the lines which guided the attempts were based 
upon theoretical considerations, and were not the outcome 
of experience. If one turns to thoss instances where 
research has been rewarded, as in the discovery of the 
cause of suppuration and of certain microbic diseases, it 
will be seen what long and careful study, with testing of 
methods and training of the observers, preceded the suc- 
cessful issue. The principles on which antiseptic surgery 
is based seem now so simple that the younger students 
have no difficulty in comprehending them. When Lister 
began his researches the state of medical knowledge was 
so backward that he had to spend strenuous years in 
acquiring a knowledge that would qualify him for the 

rsuit of his quest. After that there were many years 
fall of trials and failures to be endured before success at 
last crowncd his efforts. 

A hundred years ago no one man nor body of men under- 
stood the principles which should guide to the discovery of 
the cause of suppuration. Before Lister could make head- 
way he had, with much toil, to discover those principles. 
Once these were discovered progress was comparatively 


easy. 

That which hampered Lister at the outset of his in- 
vestigations hampers medical research to-day—mainly an 
absence of a knowledge of the principles that should guide 
research. We must recognize that the principles which 
may guide research to a successful issue in certain limited 
fields of medicine are rot applicable to the wider field 
which is to be the object of our endeavours. Before 
we enter upon our enterprise we must be satisfied 
that our methods have been tested. For that pur- 


_ pose I cite a few experiences which, when you have 


grasped their significance, will be a justification for our 
proposal. 

I have referred to certain experiences during the war 
which revealed like a flash of lightning certain defects in 
medical knowledge. One of these was the inability to 
assess the value of murmurs or their prognostic signifi- 
cance. This defect was forced upon me early in my 
career as a general practitioner, as I was constantly being 
called upon to decide whether the presence of murmurs 
called for treatment, or rendered the patient unfit for work 
that entailed effort, or made him unsuitable for life insur- 
ance. A study of textbooks gave no light on the subject, 
and I slowly realized that the knowledge did not exist. 
Here was a matter essential to intelligent practice which 
required clearing up, and I resolved to.try my “ prentice 
hand” at its solution. For a long time I did not know how 
to proceed, and, looking back now, I perceive that tho 
principles of clinical research: were so imperfectly under- 
stood that though the Jack of knowledge was manifest to 
everyone who gave the matter consideration—no one 
understood how to set about acquiring the knowledge. 
You will see in such an instance what a short distance 
medicine had travelled on the road to become a science 
when a matter of such urgent importance was looked upon 
as insoluble. Thus Sir William Gairdner, one of the most 
capable physicians, about this time frankly confessed that 
the basis on which such signs as murmurs and irregu- 
larities were assessed for life insurance was a matter of 
guesswork—the insurance examiners had no clear con- 
ception of any principle to guide them. It occurred to me 
that the only method was to follow the individuals through 
life to see what became of those who had murmurs. 
I started to keep records of my patients and watch their 
behaviour through the varied circumstances of life—the 
behaviour of the heart when the patient led a strenuous 
life, during illness, and in women during the pregnant 
state and all that it involved. 

But I was soon held up by the consciousness that I did 
not know what to watch. I spent some years noting the 
different modifications of sounds and the regions into 
which murmurs were propagated. But I found this led 
nowhere; aud, indeed, when you look back upon the 
history of auscultation, you will realize that, it has not 


| 


advanced during the last fifty years, simply because it hag 
never been understood how to make use of the method for 
the advancement of medicine. Time and y has 
been wasted in meticulous study of the sounds and their 
modifications, or in modifying the stethoscope. 

Recognizing that my path was blocked, I tried 
ways to get a better insight into the problem till i 
occurred to me to ask the question, What is there to be 
afraid of in the detection of a murmur? After considera- 
tion I found the reply was “Heart failure.” What did I 
know of heart failure and what were its symptoms? Put 
in this way I had to confess my ignorance, except when 
heart failure had advanced so far as to produce d 
and dyspnoea. Again I turned to my textbook, but found 
that neither physician, pathologist, nor physiologist could 
explain heart failure nor give tle symptoms except in the 
extreme degrees. : 

It was evident, then, that I could not hope to assess the 
value of murmurs until I understood the symptoms of 
heart failure and how they were brought about. I there- 
fore set about educating myself by watching the onset 
and progress of heart failure in my patients, and after 
some years at last acquired a sufficient knowledge to 
permit me carrying on the inquiry into the significance of 
murmurs. I achieved a measure of success so that it was 
possible to lay down certain principles of a simple and 
easily understood kind, which guide to a sure proguosis in 
the great majority of cases. There are still some murmurs 
(as those due to aortic regurgitation) which require farther- 
study, as there are factors present in the production of 
heart failure in aortic regurgitation which I do not yet 
understand. 

Turning to another field of clinical research—the dis- 
covery of conditions that lead to ill health. Those who 
have followed intelligently the more recent developments 
of cardiology acknowledge that the recognition of the 
condition now called auricular fibrillation and all the 
phenomena connected with it has altered the outlook of 
the profession towards many forms of dangerous heart 
failure. ‘The manner in which this condition was dis- 
covered arose in this way: There had been long recognized, 
in a confused sort of way, a class of patient with extreme 
heart failure with an irregular heart. But there was no 
accurate knowledge as to its significance, nor were its 
symptoms clearly defined to separate it from other con- 
ditions. In my investigations into irregular action of the 
heart IE had recognized this peculiar condition, but for a 
long time was unable to account for its occurrence and its 
relation to heart failure. As it was frequently associated 
with a history of rheumatic fever I followed for years 
cases with mitral stenosis, taking note of all associated 
phenomena. One patient whom I had watched for seventeen 
years suddenly became ill from heart failure, and-I found 
that this coincided with the disappearance of all signs of 
auricular activity, with the onset of a rapid andirregular 
action of the heart. The clue being thus given I was able 
to detect the phenomena peculiar to the condition, and to 
recognize it as a distinct clinical entity; and by the study 
of thousands of cases to demonstrate that at least 80 
cent. of all cases with extreme heart failure; as shown 
dropsy and orthopnoea, were either due to this siivouieal 
rhythm or had the heart failure greatly aggravated by ita 
occurrence. Moreover, with this kndéwledge I studied tha 
treatment of these cases, and found certain principles 
which helped to the discovery of a very satisfactory 
method, which is now being recognized and generally 
adopted. 

Take a third field of clinical research, that of rernedies. 
In my examination of patients generally, and in those 
with heart failure in particular, in noting their symptoms 
I also kept a note of the effect of drugs in modifying 
the symptoms or in producing new symptoms. In thia 
way I discovered that the action of cardiac drags could be 
studied with a fullness and a precision obtainable in no 
other way. After many years’ observation I was able to 
show that the action of digitalis was not the same on 
healthy hearts as on diseased hearts, and that of diseased 
hearts there were many on which it had no effect, while 


it acted differently in ditferent forms of disease. After 


much study I was able to lay down principles for the 
administration of this drug, and to show clearly the cases 
in which it could safely > given and with benefit, and 
the cases in which it was of no-use. While this subject 
is far from exhausted, both clinical and experimental 
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investigation in the action of cardiac remedies are now | investigation into disease in a manner not yet systemati. 


directed by these observations. 

My purpose in citing a few of the results of the 
application of the principles peculiar to clinical medicine 
is not to oxaggerate their importance, but to demonstrate 
the principles which achieved such a limited success, so 
that we may have a guide in our prosecution of medical 
research. These principles I shall describe to you, and 
you will sce that they are of such a simple and _self- 
evident kind that you will not be surprised that many 
people consider that they have been recognized and 

ractised from time immemorial. Indeed, you will find 

hem embodied in many eloquent addresses dealing with 
medical knowledge. But though they are simple and self- 
evident, no one has thought of putting them into practice 
with that systematic application which is necessary for 
the discovery of their real value. For instance, those who 
have given consideration to my work recognize that the 

rognosis of heart murmurs has been laid on a sound 

asis, that the application of these principles was the 
means of arr ip clinically the condition now called 
auricular fibrillation, with its chief symptoms and its 
susceptibility to digitalis, long before it was experimentally 
demonstrated to be due to fibrillation of the auricles. The 
application of these principles also led to the recognition 
of the principles of digitalis reaction on the diseased 
human heart. 

When you reflect that these objects had been studied 
and investigated by great numbers of physicians, as well 
as physiologists and pharmacologists, who had every con- 
ceivable means of assistance, yet their discovery was 
effected by a general practitioner untrained in methods 
and lacking in all the accessories supposed to be necessary 
for research, you naturally wonder how it came about. 
A little consideration will reveal that it was due to 
nothing more nor less than tho putting into systematic 

ractice certain principles which are essential and peculiar 
o clinical medicine. 

When I place before you the principles on which our 
scheme of research is based you will see nothing original 
inthem. Indeed, you will recognize them as those which 
guided the research of the great physicians and surgeons 
who have done so much in bringing to light the knowledge 
of disease as it is recognized to-day. You will find, for 
instance, that these principles were used by the greatest 
of all clinical investigators—John Hunter. He made him- 
self familiar with the symptoms of the diseased condition, 
and then by experiment sought the solution. He not only 
did not restrict himself to the bedside or the laboratory, 
but he used both, being trained first as a clinical observer 
before he attempted research. Moreover, he did not restrict 
himself to a speciality; though called a surgeon, he was in 
reality a general practitioner, and his writings to-day are 
as instructive to the physician as to the surgeon. He was 
the first, for instance, to describe that peculiar form of 
breathing which later Cheyne and Stokes described, and 
which now goes by their name. 

The great physician of the past had not that restricted 
ea gaan which the physician of to-day has perforce to 
put up with. They were all practically general practi- 
tioners, many of them also pathologists and physiologists, 
so that they had that wide outlook upon medicine which 
to-day is only to be found in the ranks of the genoral 
age tioner. The difference between our work and theirs 

that, benefiting by their experience, we can now seo 
clearly the principles by which they made progress, and 
We can now organize research by the systematic applica- 
+o of these principles. To them we owe the methods 
or finding out the morbid conditions which caused the 
physical signs of disease and the knowledge of the later 
stages of disease. We, strengthened by the knowledge 
they have given us, turn the other way and look towards 
the origin of disease by the study of its earliest signs. 


Tue CHorce or THE GENERAL PRACTITIONER AS 
INVESTIGATOR. 
During the past year at the hospital we have been 
having weekly meetings, and I have demonstrated to you 
the presence of symptoms usually overlooked or misunder- 
stood, and have shown how little we know of the essential 
matters connected with symptoms. This was done for 
the purpose of impressing you with a particular defect in 
our knowledge, so that you might value the need for an 


cally pursued. 


One of the greatest difficulties I have had in etiing 


pg wer and other medical men to understand what 
am driving at is, that I have been looking at the subject 
for thirty years from a point of view they have never seen; 
for the investigation of diseaso as it presents itself to the. 
general practitioner has led ms to see the symptoms of 


disease from an aspect different from investigators ig 


other fields. The elementary principles of research in 
disease have therefore, to me, a meaning different from 
that which is usually accepted. 

Before I recognized this fact I felt somewhat disap. 
pointed at the neglect of the work I had done and the 
misunderstanding of my results. Moreover, I found that 
the young qualified men, many of whora had been trained 
in laboratories, could not understand the principles which 
guided me, and I found in later years, when they recorded 
their own observations, that they had not grasped the 
significance of my teaching. 

I now recognize that my ideas were the result of over 
thirty years’ observation and study ; and while they seemed 
to me clear aud simple, yet those who had not a similar 
experience could not grasp my point of view. Recognizing 
this, I saw that I must lool for assistance to these who had 
undergone experiences similar to my own, and it is for 
this reason I seek the help of the general practitioner in 
this research. 

The reason, therefore, I have asked you to join in the 
investigation is because you have the opportunity of seeing 
disease in the human subject in all its phases. As family 
doctors you have the opportunity of knowing the indi- 
viduals before they become stricken with disease, of seeing. 
their surroundings and their mode of life. You are con- 
sulted at the first appearance of ill health, and you see the 
patient through the whole courso of his illness. 

You have from experience had forced upon you the great 
defect in medical knowledge, and you have gained some 
experience in the significance of symptoms. You have 
therefore taken the first step to qualify yourselves as 
investigators in that you have recognized that there is a 
problem to be .solved. Your vocation as general prac- 
titioners has been to solve the problem, and in your 
attempt to do so you have been faced with the difficulties 
that lie in the way of solution. Your experience has given 
you some insight, so that you can appreciate ways and 
methods which hold out a reasonable expectation for 
accomplishing the object of medical research. This is a 
matter of very great importance, because to-day investi- 
gators do not see the problem as you see it, and therefore 
do not take the steps which will lead to a solution. 


Tue TRAINING OF THE OBSERVER. 

I want you to grasp fully what is required of a trained 
clinical observer, because to-day the essential qualities to a 
great extent have been lost sight of. This has arisen 
through an imperfect concepion of the requirements for 
clinical observation. Methods that have been found suit- 
able and necessary for other sciences have been introduced, 
and have been substituted for those that are essential and 
peculiar to clinical medicine. Men are now recommended 
to go into laboratories devoted to one or other of the 
braaches into which medicine is split up, and are trained 
in methods that are supposed to be more exact and scien- 
tific than the clinical methods. This view is the one 
dominant to-day, so that we find preference given to men 
trained in this way in all matters concerned with research, 
and even in the teaching of medicine. This practice is 
based upon a misunderstanding of what clinical observation 
requires and what clinical research means, and it leads 
directly to incompetence of the laboratory trained man as 
a Clinical observer and as a clinical investigator. 

A very brief consideration will render this apparent. 
Take the physiological laboratory, which is assumed to be 
the most scientific of all our branches. An experiment ia 
performed which produces a reaction which an instrument 


j can record. This record is carefully studied, and certain 


conclusions—it may be of value—are drawn. From a great 
many experiments of this kind a large increase of valuable 
knowledge has been obtained. The success and usefulness 
of this method is undoubted, but its success has blinded 
people to its limitations as’ a method to be applied in 
clinical medicine. Each of these experiments produced a 
great many more reactions than the ono recorded, but as 


| 


| 


4 . 
j 
| 
. 
j 
| 
3 
' 
| 
| 
| 
q 
1 
7 | 
| 


JAN. 24, 1920] 


CLINICAL RESEARCH. 


‘these reactions were not capable of being recorded by an 
jnstrument, they were ignored. The result is that a 
Jaboratory-trained observer cannot recognize any sign 
except those of a grosser kind, while the subtler and more 
elusive signs pass unrecognized. It therefore happens 
that the result of every experiment is only partly recog- 
nized. The clinical observer is like the physiologist in 
this respect, that both are searching for a reaction to a 
stimulus. In physiology the stimulus is artificial, in 
clinical medicine it is natural or the result of disease. In 
both cases a variety of reactions follow the stimulus. The 
grosser reactions are only noted by the physiologist, and 
he has no means of detecting tle subtler. In clinical 
medicine the grosser-kinds have also to be detected, and 
the laboratory-trained observer can detect them, but his 
training has not enabled him to detect the subtler reac- 
tions, and hence he fails to attain that skill in observation 
which.is essential to the clinician. 
_ [have already referred to the fact that the bulk of the 
most instructive phenomena produc d by disease are 
incapable of detection by mechanical aids. Many valuable 
signs are only perceptible to the trained eye or the trained 
ear or the trained finger. Still more valuable signs are 
only revealed by the sensations experienced by the patient. 
‘Yo interpret these requires a training that can only be 
uired by many years of patient observation, during 
which the mind is stored by the experiences of the past, 
by methods which are peculiar to medicine. These 
methods can never be acquired by a laboratory-trained 
observer, and it is because of this that men trained in 
the laboratory fail as clinical investigators, however dis- 
tinguished they may be as physiologists, chemists, or 
bacteriologisis. 

Before we can make progress towards the solution of 
any problem there are certain preliminary steps to be 
taken. The first is the perfecting of the instruments to be 
used. Before a man shaves he first sharpens his razor. 
Before we undertake an investigation we must see we have 
the appropriate implements. One implement essential to 
the success of our enterprise is a trained observer. It is 
scarcely realized what a difference there is between a 
doctor who has systematically trained himself to observe, 
and another who has perfunctorily examined his patients 
without attempting to improve his powers of observation. 
This can be shown in a simple matter like the feeling 
of the pulse. Many experienced doctors fail to detect 
irregularities except when very marked. Some physicians 
will recognize every beat in an irregular pulse; others will 
fail to detect a large proportion of the beats. Indeed, so 
common is the inability to count the beats im certain cases 
that I view many observations with a good deal of sus- 
picion. Certain steps are necessary to train an observer 
so that he can acquire the ability to detect the peculiarities 
‘of the pulse, and to recognize their significance. He must, 
for instance, have seen a large number of cases, and studied 
them with great care, so as to correlate the sensations of 
his fingers with the result of observations made by his 
ther senses. Thus he must correlate the pulse peculiari- 
ties with the sounds of the heart, with the movements of 
the apex and of the jugular veins, and with the character 
of the sphygmogram. The significance of the pulse can 
only be recognized by watching the patient for long periods 
to ascertain what happens to him, and the variations that 
take place in the pulse and in the other symptoms as the 
case progresses have to be observed. 

The same methods are necessary to train the other 
senses. A glance at the face will often reveal a great 
‘amount of information to the trained observer. Consider 
the years of study and observation that has been necessary 
‘to acquire that knowledge—a kind of knowledge essential 
to medical investigation, and impossible to acquire by the 
use of instruments however scientific. 

I have referred to the well recognized fact that the 


‘symptoms provoked in the early stages of disease are 


‘mainly subjective. There are a number of these sensa- 
tions, and it is evident that, if the early stages of disease 
‘are ever to be recognized, the nature and significance of 
these sensations will have to be understood. There is, un- 
fortunately, a widespread belief that all the information 
that the patients can yield is easily acquired, and it is 
‘generally supposed that the information is often so mis- 
‘leading as to be of little value. Moreover, the belief has 
‘obtained that abnormal signs revealed by an examination 
of the patient, especially by the use of an instrument, are 
nN 


of much greater importance, so that practically all the in- 
struction at the schools is devoted to the study of physical 
signs. This is a great mistake, and-is the chief reason 
the knowledge of the early stages of disease is so 
defective. 

-To bring this aspect of medicine before you, consider for 
a moment some of the sensations which indicate the onset 
of disease. Most patients, when they fall into il) health, 
become conscious of it by the fact that they are easily 
exhausted—exertion which they used to undertake with 
ease and comfort now renders them tired. The questions 
that arise are: “What is exhaustion? and what is the 
mechanism of its production?” Put in that way you will 
recognize at once how little we know of this important 
symptom. An inquiry which I have been making for a 
number of years has led to a limited knowledge, and Ican 
recognize that this sensation can arise from a number of 
causes, and where the condition of the patient is carefully 
investigated it will be found that this sensation of 
Me can be divided into a number of different 

inds. 

_ The same careful training is necessary for the investiga- 
tion of the most clamant of all symptoms, that of pain. 
‘To understand the full significance of pain in any case, we 
have to know a great many matters which are still hidden 
from us. The tissues capable of producing pain, the 
nerves in whose distribution the pain is felt, the manner 
in which the prin spreads, and the laws governing the 
spread of pain; the character of the pain itself; the 
manner of its onset and its variations, and the phenomena 
with which it is associated, are all matters which it is 
necessary to understand before we are qualified to under- 
take an investigation into disease. So with all other 
sensations. 

It is manifest that before a patient’s sensations are 
understood the doctor must have a knowledge of the 
mechanism of their production and of their significance. 
As a rule, the patient is merely concerned with detailing 
the sensation which troubles him most. ‘It rests with the 
doctor to obtain by means of judicious questions the par- 
ticulars of the different sensations. But the doctor cannot 
ask the proper questions unless he has sufficient experience 
and a knowledge of the nature of the sensations. 

You will gather from this that the physician who would 
undertake the investigation of the early stages of disease 
must not only be a man of very wide experience, but must 
have trained himself to observe on lines that have hitherto 
received little attention. The training, a other 
things, must have included the watching of patients for 
long periods to see the outcome of the Gomplaint. If you 
grasp my meaning you will understand how vain it is te 
expect the early stages to be revealed in hospitals, where 
the custom is to hand the out-patient department over to 
the junior physician, who lacks that experiencé which 
should make him a competent examiner. I have for many 


-years been calling attention to this error in education and 


showing how it hampers practice and research. 

To oe a man to be a skilled investigator in bacterio- 
logy, im physiology, and in chemistry, many years of 
special training are necessary. If it be realized that before 
@ man is qualified to undertake on the lines laid down an 
investigation for the prevention and cure of disease—the 
real object of medical research—he must have a knowledge 
of symptoms, it will be seen that a training is required 
which is bound to take a great many years. It is curious 
that men see the necessity for this in bacteriological, 
physiological, and chemical research, and will undergo tle 
training, but so far the necessity has not been ized 
for such a training before undertaking research in clinical 
medicine. 

I dwell upon this so that we may recognize that to make 
ourselves competent observers we must ever be learning. 
When we are face to face with our patients and are unable 
to detect the nature of their ill health, we must not say to 
ourselves that the disease is not capable of recognition, but 
rather say that the signs of disease are there, but we are 
incapable of detecting or understanding them. ‘This is a 
humiliating confession but a salutary one, and its recogni- 
tion will direct attention to the sources of failure. 


PRINCIPLES OF INVESTIGATION. 
While the methods hitherto used in the examiziation of 
patients will be employed, other methods which are peculiar 
to clinical medicine, but which have been imperfectly 


Ty 


q 

| 


Vy 


i) 
— i@ 
=. | | 
ui | 
18. | 
| 
| 
ui 
| 
ad 
10 
| | 
| | 
n 
ig | 
y 
2- 
ub 
{ 
4g 
n 
a 
i- | 
| 
d | | 
i 
| 
| 
d | 
d q 
| 
is 
| 
ls | 
| 
id | 
rt 
in | 
ut 
le | 
n 


nized this, no one had attempted to differentiate them 


IIO JAN. 24,: 1920] 


CLINICAL RESEARCH. Barris 


EDICAL JOURNAR 


understood and only partially used, will be systematically 
employed. These methods will include certain simple 
principles which I have found useful in conducting 
observations on disease. These principles are but pro- 
visional, but they will be our guide until the knowledge 
they reveal is exhausted, by which time we will have 
gained such an insight into research and what is wanted 
that they will either be added to or supplanted. We must 
all. recognize that in this work we are but learners, and 
while the steps we are taking to-day may seem very 
important and our discoveries may bulk largely in our | 
visions, as time goes on their place in the perspéctive may | 
be very small. First steps are always feeble and uncer- 
tain, but they are a necessary prelude to the vigour of full | 
achievement. 

As I have said, the principles that I am about to place 
before you have been in use during the whole history of 
medicine, only they have been so imperfectly appreciated 
and applied that their significance has been overlooked. 

These principles are, first, the clear differentiation of 
symptoms; second, the classification of symptoms; third, 
the employment of the recognition of a new fact as a 
foothold for further advance (the law of progression) ; 
and fourth, the search for other symptoms (the law of 
associated phenomena). 


DIFFERENTIATION. 

‘Having detected a symptom, whether subjective or 
objective, it is necessary to separate it clearly from all 
others that it resembles. This proposition is so self- - 
evident that it seems unnecessary to dwell upon it, yet 
its significance has not been appreciated. The importance 
of this step was forced upon me many years ago when 
I began an inquiry into the significance of irregular heart 
action. I had not gone far in the study of the subject 
before I recognized that there were different kinds of 
irregularity, and though others had also, no doubt, recog- 


with any degree of accuracy on a rational basis. This 
inquiry I undertook, and was able to found a differentiation © 
based upon the mechanism of their production. 

But in this inquiry I found that differentiation means 
more than the mere recognition of the mechanism of pro- 
duction. A differentiation based on the mechanism rarely 
leads to a recognition of the significance of a symptom. — 
We know, for instance, that physicians have for long 
differentiated the murmurs of the heart on the basis of 
the mechanism of their production, but not knowing how 
to carry the inquiry further they left the matter there, and 
a misunderstanding of the significance of the murmurs has 
resulted.. We know to-day how widespread is the mis- 
interpretation of. the significance of murmurs, and what 
injury has been and is being done to the individual 
patients and to the progress of medicine because of this 
limited differentiation. 

Medicine calls imperatively for a further differentiation 
—one based upon the significance of the sign in its rela- 
tion to the progress of the disease that produces it. 
A murmur may be differentiated according to the valve 
ovifice at which it arises, but it is necessary that it should 
also be differentiated by the effect its cause has upon the 
functional efficiency of the heart. This you will at once 
see is of the first importance, not only in the practice of | 
medicine but also in the pursuit of all kinds of research 
in which the heart is concerned. is 

Some years after I had begun the investigation of 
irregular heart action, other investigators took the matter 
up and helped greatly to determine the mechanism by 
which they were produced ;_ but I was struck by the fact 
that they all stopped there, ‘and practically no one but 
myself undertook the far more difficult task of differ- 
entiating them so as to determine their significance. ‘This ° 
could only be done by applying certain principles of 
investigation which are essential to medical research ; 
I will describe them to you later. , 

{t is necessary to insist that we should always keep in 
mind that not only have we to detect the symptoms of 
disease, but we must differentiate them clearly on two 
principles—one on the basis of tle mechanism of their 
production, the other on the bearing they have on the 
patient’s future. 


CLASSIFICATION. 
The accumulation of .symptoms is so bewildering in 
their numbers and complexity’ that it seems impossib‘e 


to obtain a clear and simple comprehension of their 
significance. So long as what is called research is but the 
addition of new symptoms and of new methods for their 
detection, it can safely be said that little progress will be 


made in our knowledge of the fundamental principle — 


of research. 
A classification based upon nature's laws tends towards 
simplicity and a fuller understanding. Such a classifica- 
tion I have attempted, and although I am far from stating 
that it fulfils all the requirements, it is nevertheless of 
distinct practical use, and as it is based upon natural laws 
it leads us to clearer understanding of symptoms. - In this 
classification, symptoms can be divided into three groups 
according to the mechanism of their production, namely ; 


1, A Structural group, shown by a physical sign the 
result of a structural change in the tissues. 
2. A Functional group, due to the disturbance of 
function. 
3. A Reflex group, arising from a stimulation of th 
central nervous system. nay 
I pointed out in dealing with differentiation that, in 
addition to a differentiation due to the mechanism of a 
symptom, another sort of differentiation is required 
showing the significance of the symptom. For instance, 
when we recognize a sign due to a structural alteration, 
whether it be a change in the size or shape of the organ 
or a modified sound of the heart due to a deformed 
valve, it should be recognized that the knowledge obtained 
from the mere recognition is extremely limited. What it 
is required to know is what effect has the cause of the 
sign upon the patient’s future? ‘This question, which 
can be applied to the consideration of every symptom, 
cannot be answered by the study of the symptom, so we 
look for other signs, being guided’ in our search by the 
natural question, whether the functional efficiency of the 
organ is affected. Thus we are guided to seek for 
evidence of the second group of symptoms. 
There are a great many diseases in which we fail to 
detect any structural sign or any functional impairment, 
yet we can recognize the disease with great accuracy. 
Most cases of gastric ulcer are recognized by such signs as 
pain, tenderness of the skin of the epigastrium, and hard- 
ness of the upper part of the recti muscles. ‘There may be 
no structural sign nor sign of functional disturbance. Such 
symptoms are produced by an irritation of a limited portion 
of the central nervous system in a reflex manner, the source 
of irritation being in the ulcer. 
While these groups form the basis of a classification, 
there are combinations of symptoms which give occasion 
for further grouping and subdivision, which we will 


| discover in the course of our inquiry. 


Law oF ProGREssIoNn. 

For many years no advance has been made in the use 
of many: methods, such as the thermometer or the stetho- 
scope. These and many other instruments are of the 
greatest use in clinical medicine, but it has been assumed 
that the limits of their usefulness have been reached. As 
a matter of fact, the clinical significance of the informa- 
tion which they yield has only been partially understood. | 

This restricted use has arisen because the laws govern- 
ing research have not been understood. There has been 
a desire to improve a method, but it has not been recog- 
nized how it could be done. This has usually taken the 
form of modifying the instrument, as in the different 
forms of stethoscope that have been evolved. No doubt 
much benefit has resulted by perfecting the x-ray methods 
and laboratory methods generally, but the progress has 
rarely been commensurate to the time and trouble spent, 
because it has not been guided by an understanding of the 
principles of clinical investigation. 

The discovery of a new iact or a new method must not 
be the end of the inquiry which has revealed it. Rather 
must it be looked upon as a means to an end, a stepping- 
stone to help a further advance. Medicine has failed fully 
to appreciate this aspect, chietly because it was not under- 
stood how progress should be made. If the path had been 
clearly indicated, a forward movement would have been 
made in many instances where our knowledge has stood 
still, as in the signs discovered by the stethoscope. 

The chief causes that have hampered progress are the 
failure to recognize the necessity for understanding the 
prognostic significance of symptoms, and the lack of 
understanding of the principles of investigation, 
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Tue Law oF AssociATED PHENOMENA. 

‘One principle of supreme importance for the advance of 
medicine is the law of associated phenomena. This law 
is based on the fact that ill health is always accompanied 
by a number of symptoms, and in every case it is in- 
caumbent upon us to search for other symptoms besides 
those which are most prominent. When, for instance, we 
detect a structural symptom, we must recognize the 
limited knowledge it reveals and we must extend our 
observation and seek for signs of functional derangement. 


If we detect a sign and recognize it as the product of. 


reflex stimulation, we are at once given a suggestion for 
further inquiry, and we must search for other signs which 
will lead us to the area of stimulation. The discovery of 
this area will lead us to the organ at fault, and it may be 
to the nature of the condition that provokes the reflex, and 
thus we get nearer the actual disease. 

A very little study will soon oe conviction of the 
necessity for constantly keeping this law in mind. From 


the simplest complaint, a headache or a cough, to the most: |. 


obvious physical sign indicating gross changes, the due 
appreciation of the case will depend on the application 
of this law. tha 


Tue SIGNIFICANCE oF Symptoms (PROGNOSIS). 

'The law of associated phenomena is necessary to the 
understanding of another of our main objectives. We 
intend to find out the effect the cause of a symptom has on 
the patient’s future—that is, we intend to study prognosis, 
a part of medical science whi h lies at the foundation of 
the intelligent practice of medicine. To do this we must 
keep in contact with the patient, and follow him during 
the remainder of his life or for the duration of his ill health, 
and in doing this we must ever be on the look-out for the 
modification of the symptom and the development of new 
symptoms—that is, by the detection of all associated 
phenomena. ‘This, indeed, is a necessary part of our work, 
and we must formulate a plan by which it can be carried 
out. We will have from time to time, as experience ripens 
our judgement, to alter or modify such a plan. 

“It is by this part of our work that we hope to detect the 
early stages of disease. At first we may have no true con- 
ception of the cause of a symptom we may detect in 
an individual, but in course of time, as the ‘disease 
develops, we may be able to recognize it. By referring 
back to our notes we will see how the symptoms were 
developed, and thus acquire a knowledge of the early 
stages. By finding similar symptoms in other patients 
later we may be able to detect the disease earlier, and so 
back to the beginning. 


Tue Use or Lasoratory MeEtHops. 

The principle on which we will work is that we recog- 
nize the symptoms of disease, then endeavour to find out 
the agents producing the disease. Many of the symptoms 
will not be recognizable by the unaided senses, so in 
applying the law of associated phenomena we will use 
mechanical and other laboratory methods to assist us. 
We start with a chemical laboratory and an z-ray depart- 
ment, and we will continually resort to these departments 
for assistance. 

So many diseases arise from bacterial invasion that 
no method of research into the cause of disease would be 
complete without a skilled bacteriologist, and we have 
arranged for a bacteriological department. At the outset 
our endeavour will be to find out the nature of the 
symptom provoked by the different bacteria. We recog- 
nize by the clinical symptoms the occurrence of a great 
many infectious diseases, where the specific microbe has 
been discovered, as typhoid fever and pneumonia. The 
recognition of other diseases is dependent entirely on the 
clinical symptoms, as measles and scarlet fever. We infer 
that the symptoms produced by other infections may give 
tise to specific symptoms, and we will use this idea as a 
guide in one field of research. It is manifest that bac- 
teriology must be greatly hampered until the symptoms of 
invasion are related to the infective agent causing the ill 
health. 

“Tae Crass oF PATIENts. 

It may seem to you that St. Andrews with its population 


- of about 10,000 people is too small a centre for the purpose 


of ‘research, and‘ that large towns would afford greater 
Opportunities, not only in numbers but in variety. There 
are various reasons why a town of small size is better 


adapted for our purpose. As @ rule the inhabitants are 
less migratory, and we can more easily keep in contact 
with them and so have the opportunity of acquiring a 
knowledge of the significance of symptoms. We can 
acquaint ourselves more readily with their environment 
and with the conditions that preceded their ill health. 

_ Thus we have the opportunity for this particular kind of 
research. It is not our intention to inquire into the rarer 
forms of disease, but to study those that are most common, 
and as St. Andrews is far from exempt we will have plenty 
of material of the sort we want. Indeed, I must warn 

ou against attempting too much. Far more knowledge 
1s to be acquired by the thorough study of a few than by 
noting the more prominent symptoms of a large number: 
of patients. We hope by this method gradually to lay the 
basis of a symptomatology that will be available for those’ 
who have perforce to see a large number of patients, and 
who have not the time and opportunity which will be 
afforded us, 

The class of patient we propose to study, while including 
patients with different kinds of disease at all stages, will 
chiefly be those at the very earliest stage of their illness. 
For this purpose the patients that come to you in your 
ordinary practice complaining of ill health with no definite 
physical signs will receive our special consideration. Not 
only will careful note be taken of their complaints, but we 
will endeavour, as far as possible, to discover the cause 
and the mechanism by which their symptoms are pro- 
duced, while special arrangements will be made for finding 
the outcome of their ill health. 


EXPECTATION OF RESULTS. 
. I must warn you against any immediate expectation of 
achieving the chief aim in medicine, the prevention and 
cure of disease. A long and weary road has to be 
travelled, and many of us will fall out before that is 
achieved. As I have said, we have first to train ourselves 
in the detection of symptoms. Our immediate object, 
after training ourselves, is to find out the nature of the 
symptoms of disease, on the lines I have indicated, by 
discovering their mechanism, and by watching indi\iluals 
to see what happens. It may be we may detect in this 
way the onset of some diseases. After that we will have 
to search for those who show the early signs of a particular 
disease, and recognizing these signs, seek then for the 
cause and the factors that favour its onset. 

Such a contemplation of our work seems discouraging, 
for we all like to see the fruits of our endeavours. But it 
must be borne in mind that all great enterprises are based 
on work that has been done by individuals whose part is 
lost in oblivion. Someone has to do the obscure but neces- 
sary work of digging a foundation, and if it falls to our 
part we must be content with the knowledge that we are 
playing a necessary part in a great enterprise. 


POINTS IN THE EARLY DIAGNOSIS OF 
PULMONARY TUBERCULOSIS.* 
BY 


THOMAS BEATTIE, M.D., F.R.C.P., 


PROFESSOR OF THERAPEUTICS, UNIVERSITY OF DURHAM COLLEGE OF 
MEDICINE; SENIOR PHYSICIAN, ROYAL VICTORIA INFIRMARY, 
NEWCASTLE-ON-TYNE. 


I may remind you first of all of a few generalizations 
concerning pulmonary tuberculosis. Nature is curing 
tuberculosis of the lungs daily all around you, and the 
pathological statistics of the world reveal the startling fact 
that 65 per cent. of the population, especially those of large 
cities, have definite evidence of having had tuberculous 
infection of the lung. Some of them, even in advanced 
stages, become arrested and they die from some entirely 
fortuitous cause. You musi be prepared to find on physical 
examination tuberculous cicatrices, fibrosed areas, scars, 
tubercle that has long since been arrested and is no longer 
active. To put it in another way, more than every second 
person you meet has to your. knowledge tubercle in his 
Jungs which has:become arrested, and you therefore may 
find in some of your patients evidences of arrested tuber- 
culous foci and may be misled into advocating active 


remedial measures where nothing more was necessary 


~* Lecture given at the December meeting of the North of England 
Branch of the British Medical Association, 
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EARLY DIAGNOSIS OF PULMONARY TUBERCULOSIS. 


THE 
[ MeEpicaL Jounsas) 


than general directions concerning choice of occupation, 
mode of life, ete. It is important, then, to distinguish 
arrested from active tuberculous lesions. 


Family History. 

I would emphasize the value or otherwise of family 
history. When you have discovered signs of pulmonary 
tuberculosis you are familiar with the constant cry and 
pleading that there is no history of any such condition in 
the family. Let me assess the value of that for you. A 
family history of tuberculosis which has involved several 
members of a family and in a large proportion of those 
involved there has been constant retrogression, and, 
finally, fatal termination—that is a bad family history, 
indicating that the soil in that family is fertile for the 
gvowth of tubercle. In a family history in which there 
is much tubercle—pulmonary, glandular, articular—but in 
which the majority of the cases have recovered and are 
still well after many years—that is a good family history, 
showing that the soil in that family is not fertile for the 
growth of tubercle. Where there is no family history of 
tubercle that history is usually bad. It is certainly ex- 
ceedingly doubtful at best. It is virgin soil which has 
never been sown and is more apt to prove fertile than not. 
Such is the Arab coming from the desert into the city, and 
succumbing rapidly to tubercle when once infected with it. 


. Previous History. 

There are two points of extreme value. The first is a 
previous history of pleurisy, concerning which inquiry 
should always be made. The second is a history of 
laemoptysis. It may be that after the occurrence of one 
or other of these events the patient took sufficient rest or 
put himself under sufficiently good conditions to bring 
-about ar estof the tuberculous condition at the time. Then 
at a subsequent date, sometimes remote, conditions of 
work or of living—or even trauma—may have lowered the 
general or local resistance and caused a quiescent focus 
or foci to assume activity. 


Subjective Symptoms. 
A person who comes complaining of gradual loss of 
flesh or of constantly increasing lauguor, lassitude, tired- 
ness, inaptitude for his work, is to be regarded with 
suspicion. The person who complains of indigestion, 
dyspepsia, retching, etc., should have his chest examined 
as a routine practice, Never forget that many a case is 
passed over and treated with stomachic mixtures for many 
months before being recognized as one of pulmonary 
tuberculosis. Other symptoms are anaemia, slight evening 
pyrexia, feeling dull and tired in the evenings; if the 
temperature were regularly taken for a week and a slight 
evening rise demoustrated, these evidences should arouse 
your grave suspicion, 


Objective Signs. 

There is no physical ‘sign in the whole range of 
pulmonary examination that has not been advanced at 
one time or other as being a sign of pulmonary tuber- 
culosis, and perhaps properly so, because pulmonary 
tuberculosis is exceedingly variable in its locality and in 
the pathological changes which it effects in the lung. 
Deficient expansion in itself as a single witness is not of 
much value and may indicate nothing more than a lateral 
curvature of the spine, an asymmetrical thorax or an old 
cicatrix, long since quiescent and arrested. Impaired 
resonance on percussion is of extreme value if taken in 
conjunction with other signs, but alone is not sufficient to 
justify so serious a diagnosis. Cogwheel respiration; you 
will find that exactly corresponds to the heart-beats, and is 
simply interrupted breathing of cardio-respiratory origin. 
Prolonged expiration merely denotes emphysema and 
harsh breath sounds may be nothing more than puerile. 

The early signs of greatest import are: Slight impair- 
ment of percussion resonance in conjunction with en- 
feeblement of breath sounds and localized areae of 
crepitations. The most important of these is the localized 
areae of crepitations. The crepitations may be so slight as 
to be properly described as rustling or crumpling crepitus. 
It is sometimes difficult to determine whether they are 
plows or alveolar in origin. These crepitations when 

eard over a localized area are highly suspicious of tuber- 
culous deposit at that site. Their method of elicitation 
may be remarked upon. You sometimes hear them with 


normal respiration, you will hear them more readily with 
deep forced respiration. You will hear them best by what 
is termed the post-tussive method. 

Post-tussive Crepitations. —Get the patient to take a 
deep breath, fully exhale, and at the end of expiration to 
cough one single cough followed by a full inspiration, 
Crepitations which were previously doubtful may be 
brought out to their maximum audibility by this method, 
Quite frequently I have found that the crepitations are not 
on the side of impaired percussion, but on that side which - 
appears to be the more resonant. 

Locality.—Do not be satisfied with having examined the 
apices. Tubercle may be deposited at any site in the’ 
lungs. You must therefore examine not only the apices, 
especially behind in the supraspinous regions, but also the 
margins of the lungs and the lines of the interlobar sulci, 
You must examine the apices of the lower lobes in the 
interscapular regions and also the bases. You must bear 
in mind that you may have either scattered foci or localized; 
masses of tubercle at any site in the lungs. 


Varieties of Pulmonary T'uberculosis. 

There are certain special types of tuberculosis to which 
I should like to draw your attention. The ordinary tuber- 
culous deposit may occur at any site, as I have indicated. 
There are also the subpleuritic and the peribronchial 
varieties and hilus tubercle. 

Hilus tubercle starts in the mediastinal lymphatic 
glands and extends along the peribronchial lymphatics, 
lt gives rise in the early stages to no definite signs othee 
than those of emphysema and bronchitis. If you find that 
your patient is not responding to treatment in the way 
that a case of emphysema and bronchitis should, then 
your suspicions should be aroused, and you must carry the 
matter further. 


Examination of Sputum. 

Too much consideraton is laid by many upon the 
examining of sputum. Of course it is an exceedingly 
valuable piece of evidence if positive, but in the majority 
of instances the man who cannot diagnose pulmonary 
tuberculosis until he has found tubercle in the sputum 
misses a very large number of early cases. If you do 
find tubercle in the sputum, it means that the tubercle in | 
the lung has been there for a sufficient length of time to 
have eroded and ulcerated a way out, and to have been. 
capable of discharge through the bronchi—that is to say, 
the tubercle is now of the open variety, and long before it 
had ulcerated a way out it was present in the lung. You 


‘can have much tubeic'e pres-nt in the lung with no 


tubercle present in tue sputum. A negative sputum 
report is of no value whatever; a positive sputum 
report is of great value. ; 

X-ray examination does assist you very materially in 
diagnosing tubercle of the lung, particularly the hilus _ 
variety, which is difficult to recognize by any other method. _ 


Tuberculin Diagnostic Test. 

The last point in determining a diagnosis of suspected 
tubercle is by the tuberculin test. I no longer use the 
methods of von Pirquet, Morro, or Calmette, for the 
reason that a local reaction in itself does not distinguis! - 
between an old arrested focus and a recent active lesion. 
I prefer to use Koch’s T.A.—1 in 1,000 dilution. Give 
1c.cm. hypodermically, and, if the reaction be positive, you » 
will witness not only a local reaction at the site of inocula- 
tion—and a general reaction indicated by some elevation 
of temperature, which should be taken every two hours— 
but also, and most important of all, a focal reaction _ 
indicated by increased audibility of crepitations at the - 
site suspected. 

SoME time ago an Interdepartmental Committee on the 
Production and Utilization of Alcohol for Power and. 
Traction Purposes recommended the establishment of a 
small permanent organization under the Department of 
Scientific and Industrial Research, to continue investiga- 
tions into the problem. The Fuel Research Board of the 
Council has now appointed Sir Frederic Nathan to bé 
Power Alcohol Investigation Officer. After making’ a - 
survey of the present position he will submit proposals 
to the Board for such experiments and research as may 
appear to be necessary. 
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TREATMENT OF MALARIA IN UGANDA. 


THE ROUTINE TREATMENT OF MALARIA 
IN UGANDA. 
BY 


J. A. TAYLOR, M.B.Epuy., D.T.M.Liverroot, 


MEDICAL OFFICER, UGANDA PROTECTORATE. 


Arrer more than ten years’ experience of the treatment of 
many thousands of cases of malaria in Uganda, the results 
I have obtained with smail doses of quinine have led me 
to conclusions so different from those expressed recently 
in your columns that I hope they may be worth 
recording. 

Most of the cases of malaria met with in Uganda are 
simple subtertian without complications, and the routine 
treatment I adopted for these was as follows: 

1. Calomel, in an average dose for an adult of not less 
than 5. grains, followed in some hours by a saline. This 
usually meant that the calomel was given last thing at 
night, and the salts at 6 a.m., or when the patient awoke 
the next morning; but if there were any signs of the 
calomel acting during the night the salts were given 
at once, 

2. Quinine, 5 grains of the hydrochloride by mouth one 
hour after the saline. This was usually about 7 a.m., and 
between this time and noon three more doses of 5 grains 
each were given at more or less regular intervals—for 
example, 8.30 a.m., 10 a.m., and noon. On subsequent 
days, until the temperature had remained normal for 
twenty-four hours, 20 grains were given daily in the same 
manner, the first dose at 6 a.m., or as soon as the patient 


-was awake, and tiie last dose at noon. After the tempera- 


ture had been normal for twenty-four hours the quinine 
was reduced to 15 grains daily—5 grains before the 
morning, mid-day, and evening meals. This was con- 
tinued for one week and then reduced to 10 grains daily— 


§ grains morning and evening. Ten grains daily were 


continued for a fortnight, and then only 5 grains each 
evening for two months. 

3. Phenacetin in 5-grain doses up to 15 grains daily for 
headache alone, or aspirin in the same doses if complaint 
were also made of pains in the limbs and body. 

Under this treatment the temperature usually remained 
normal after the third day, but occasionally, especially if 
a first attack, after four or five days; no complications 
occurred in any of my cases from the effects of the quinine 
er malaria, there were no recurrences of the fever during 
the three months’ treatment, and attacks only occurred 


later when some definite fresh infection had taken place. 


In the most typical cases all the quinine was given before 
noon while the temperature was little if at all above 
normal, and there was thus better absorption and little 
likelihood of vomiting. In the less typical but not un- 
common cases in which the temperature had not fallen in 
the morning, my practice was to give only one or two of 
the 5-grain doses of quinine at three or four hours’ interval 
in the morning and the remainder of the 20 grains 
daring the afternoon and evening. If the quinine was 
vomited or the temperature rose above 104° F. before 
at least 15 grains of the quinine had been taken, an 
intramuscular injection was usually given. Intramuscular 
injections, however, were required in less than 1 per cent. 
of my cases, and usually on not more than one occasion. 
If the patient made no objection I gave the quinine in 
solution, but I cannot say I found this more satisfactory 
than in the compressed form. A very great objection on 
the part of the patient to taking quinine in solution—and 
the majority of one’s patients have a very great objection 
—im my experience reacts on the stomach, the absorption 
is retarded instead of hastened, and vomiting sometimes 
ensues, whereas tablets would be retained and absorbed. 

My remarks apply to subtertian malaria. I have met 

no cases of pure quartan. Pure tertian was also 
uncommon in Uganda before the war, but during the war 


there was a considerable increase in the number of cases, 


no doubt brought about chiefly by the troops from India. 
In tertian I have carried out the same treatment as 
described for subtertian, but have waited until the tem- 
perature has remained normal for two clear days before 
reducing the dose to 15 grains. 


With larger doses of quinine daily I have been unable- 
te obtain results as ‘satisfactory. Nor have I found the. 
method of giving 10 grains of quinine two or three times: 


a day satisfactory. By the time the evening, and some- 
times the mid-day, dose is given, the temperature may 
have already risen and the quinine may be vomited or only 
partly absorbed. Also, after an evening dose of 10 grains, 
the headache and general discomfort are honsaaeans 
a restless and sleepless night as a result, Even an intra- 
muscular injection when the temperature is high does not 
produce the same effect as a smaller dose by mouth when 
the temperature is low.. 

I do not think too much emphasis can be laid on the 
importance of giving the calomel is not less than a 5-grain 
dose, both in malaria and blackwater fever. The one or 
two grains sometimes given usually causes severe pain, 
griping and numerous visits to stool with slow and little 
result, whereas 5 grains causes little discomfort and acts 
only once or twice with very good and quick result. 

As compared with other purgatives, a dose of calomel 
(5 grains) at the commencement of an attack of malavia 
appears to have an almost specific action in preparing tle 
way for the quinine, and to it I attribute to a very large 
extent the absence of complications and quick response 
to quinine. 

With blackwater fever my experience is that if the 
5 grains of calomel can be given immediately an attack 
begins no serious complications arise, and,.with careful 
general treatment, blackwater fever is removed from the 
category of the most dangerous diseases. I have had only 
two deaths among my patients from blackwater fever. In 
each case I was able to see the patient for the first time 


only on the third day of the attack; one patient had taken 


2 grains of calomel, and had been on and off the stool all 
night with great pain and discomfort, but with so little 
result that several soap and water enemata were needed 
before a saline injection could be made into the rectum. 
In the second fatal.case no purgative at all had been given. 
Blackwater fever, however, is, in my opinion, a complica- 
tion of malaria which should rarely if ever occur. It 
appears to be the result of a final and drastic effort on the 
part of nature to eliminate the parasites from the body, 
usually after several untreated or insufficiently treated 
attacks of malaria. I have seen no case of water 
fever occur during the treatment of malaria if both calomel 
and quinine had been given, but I have seen cases, usually 
slight, after quinine alone. In these, to my mind, the 
question has not been whether the quinine brought on the 
attack, but how much more serious the attack would have 
been if no quinine had been given. 

With regard to large doses of quinine it may be of 
interest to record that during the war several cases of 
malaria were sent up to Uganda from Mombasa to. try tlie” 
effects of a change of air. Some of these whom I saw at 
Entebbe informed me that they had been taking 40 to 
60 grains of quinine daily for several weeks without tle 
temperature ‘remaining normal for twenty-four hours. 
With most of these complete stoppage of the quinine 
brought the temperature to normal within three days. In 
one case the temperature came to normal and remained 
normal until the eighth day, when it again went up to 
103° F. Subtertian parasites were then found in the blood, 
and treatment with calomel and quisfine as described 
above was commenced. In three days the temperature 
was again normal, and there had been no recurrence of tlie 
fever when I last heard of the patient three weeks later. 

I have had no experience of the treatment of malaria 
elsewhere than in the Uganda Protectorate. It is possible, 
although I have not seen this point discussed, that tle 
effect of the altitude of Uganda—more than 3,000 feet 
above the sea level-—upon the blood may help the action of 
quinine. In Uganda, also, I usually to deal with only 
single infections, and earlier treatment was perhaps more 
often possible. Whatever may be the explanation there 
would appear to be a great difference between the doses 
and manner of administration required in other localities 
as compared with Uganda. ; 

I cannot help thinking that too much quinine, especially 
too much in a single dose, can be given.as well as too 
little. One grain of calomel given to many Uganda natives 
will cause intense salivation and other alarming symptoms 
of mercurial poisoning, while a larger dose given to the 
same person may have only a purgative action. Some 


analogous action may oceur in the case of quinine. It is | 


possible that too large a dose may, in some as yet 
undetermined manner, prevent the necessary action. 


When giving more than five grains. of quinine daily 
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I have always used the hydrochloride if obtainable, but 
if only five grains daily, the cheaper salts are just as 
satisfactory. 

As soon as the patient can get about, some combination 
of arsenic in increasing doses and iron in small doses has 
proved most useful. 


A COMPARISON OF TWO METHODS OF 
ADMINISTERING ARSENO-BENZOL 
COMPOUNDS IN SYPHILIS. 


BY 
H. E. GIBSON, M.D.Oxon., 


LONDON. 


A comparison of the two following courses of antisyphilitic | 


treatment may be of interest. , 

In the first series of cases treatment consisted of one 
dose of 0.3 gram of kharsivan, followed at weekly intervals 
by doses of 0.6 gram, until a total of 2.7 grams had been 
given, but an interval of fourteen days was allowed 
between the third and fourth doses. This course was thus 
completed in five or six weeks. For want of a better term 
it may be termed a “concentrated course” of treatment. 
If further treatment was necessary owing to the Wasser- 
mann reaction being still positive, potassium iodide was 
given for fourteen days, and then two more injections of 
0.6 gram, with one week’s interval between them. All the 
above was given intravenously by the gravity method. 

In the second series of cases, which may be termed a 
“prolonged course” of treatment, three injections of 
05 gram were given, then two of 0.4 gram, and two 
of 0.5 gram, all at weekly intervals, except for a fort- 
night’s rest between the third and fourth injections, as in 
the other series. This course lasted about eight weeks, 
and the drug was given intravenously as in the “con- 
centrated course.” Further treatment, if necessary, 
consisted as a rule of intramuscular injections of. noy- 
avsenobillon, at weekly intervals, generally one of 0.3 gram 
and one of 0.6 gram. Occasionally there were slight 
variations in the above prolonged course, as, for example, 
by substituting a dose of 0.5 gram for the second dose 
of 0.4, or a dose of 0.6 for the last 0.5 gram. 

The criterion of cure was a negative 
reactioz 

‘he .otal amount of arseno-benzol compounds given to 
any one case was limited to.4 grams, the first course, at 
the end of which the Wassermann reaction was tested, 
consisting of a total of 2.6 to 2.8 grams; the second, or 
“ follow up” course, before a second Wassermann test was 
made, bringing the total to an average of 3.9 grams in the 
concentrated course, and 3.6 in the prolonged series. 

It will be seen from the table that, although the per- 
centage of primary cases which showed a negative Wasser- 
mann reaction after the first course is slightly higher 
in the “concentrated” series, the results are completely 
changed when we consider the cases showing secondary 
symptoms. 


Cases Treated with a Concentrated Course. 


Wassermann 


Negative | Negative Positive | Doubtful 
No. of Cases. with upto | with up to. after after 
3 grams. 4 grams. 4grams. | 4 grams. 
Total cases... 89} 47=52.80% | 14=15.73% | 23=25.84% | 5=5.61% 
Primary .. 34| 28=82.35% | 3= 8.82% | 2= 5.88% | 1=2.94% 
Secondary ... «.. 52 | 17—32.69% | 10=19.23% | 21=40.32% | 4=7.68% 
Nosymptoms ... 1] 0 1=100% 
Previous treatment 2} 2=100% 
Cases Treated with a Prolonged Course. 
Negative under | Negative under | Positive after 
No. of Cases. 3 grams. 4 grams. 4 grams. 
Total cases’... 100 68=63% 28 =38% 4=4% 
Primary... 65 52=80% 12=18.46% 53% 
fiecondary ... 16=45.71% 16=45.71% 3=8.57% 


A’ cases also received 1 grain of mercury, given intramuscularly, 
at wooekly intervals, 


Apart from the question of cure, one great disadvan 
of the short concentrated course is that the reactions arg 
much more pronounced than in the prolonged course, 
These include diarrhoea, vomiting, and sometimes g 
violent and immediate vaso-dilator effect, in which the. 
patient’s face becomes “blown up,” and the pulse weak 
and irregular; this is most alarming when seen for the, 
first time, but apparently it always passes off without 
active treatment. Opinions differ as to the benefits of 
adrenalin in this condition. 

Although slight reactions, such -as diarrhoea, vomiting, 
and headache, may occur with the prolonged course, they 
are not so marked as in the other, and I have so far not 
had a single instance of the vaso-dilator phenomenon, .- ; 

It has been impossible to follow up these cases to gee 
what percentage of relapses, if any, occurred in the two 
series. 
; Conclusions. p 
Advantage seems to lie with the prolonged course, partly. 
owing to the lesser incidence and violence of reactions, al 
partly because the total results are better than with the 
concentrated course; this especially applies to secondary 
cases. 


Should a patient showing only a primary sore have 


urgent reasons for wanting a ‘short course, the concentrated 
course may be given, but otherwise it is better to spread 


the treatment out over a longer period. 


Memoranda: 


MEDICAL, SURGICAL, OBSTETRICAL, 


TREATMENT OF DELIRIUM TREMENS. _.. 
Dr. StarKEY has sounded a note of warning, in the Britisg 
MepicaL Journal of January 10th, with regard to Dr‘ 
Wyatt-Smith’s remarks, under the above heading, in the 
JournaL of December 6th, 1919, which I must support 
Prior to the war I made extensive observations on the 
action of various hypnotic drugs with a view to formi 
some ideas as to their selection in different types of men 
disease. My results were published in the Journal of 
Mental Science (July, 1914), but I feel that it may be of 
some interest if I record here some of my observations 
on the drugs mentioned. 

Hyoscine.—My opinion is that this drug is a very 
powerful cardiac depressant and that it ought not to be 
prescribed in patients who suffer from “heart disease.” I 
laid considerable emphasis on this in my article referred to 
above and expressed the view that it should not be given 
to anyone who was not in robust physical condition. In 
states of extreme maniacal excitement, in strong healthy 
people, however, when one wishes to obtain the influence 
of a hypnotic as quickly as possible, it is a most useful 
drug, and given by hypodermic injection it is very rapid 
in its action. I have frequently given doses of gr. 4, with 
benefit; in fact, large doses must be given in these cases 
and in this way the repetition may be avoided. I have 
found it especially useful in cases of delirium tremens, as 
Dr. Wyatt-Smith states, and especially so if combined 
with atropine and morphine. In milder cases it is of 
some use in doses of gr. y}y three times a day, but I 
prefer not to use it for repeated administration, and -the 
warning given by Dr. Starkey is fully justified from the 
experience I have had of the drug. 

Sulphonal.—Most of those who have done service in 
mental hospitals have considerable experience of the use of 
this drug, and although Dr. Wyatt-Smith states that he 
has not yet met anyone who had seen a case of sulphonal 
poisoning, I must add my name to the list, with Dr. Starkey, 
of those having had this experience. I have, however, only 
seen one case in fourteen years’ asylum work. It is usually 
associated with vomiting, diarrhoea, and abdominal pains, 
and the patient slowly passes into a state of collapse. The 
warning signal is haemwatoporphyrinuria, and it seems to 
me, therefore, of the gréatest importance when prescribing 
this drug to have careful observations made on the pas 
of urine, and the report of any tendency for it to chan 
a reddish tinge. It has been my invariable rule to ate 
these instructions written on the box in which sulphonal 
is dispensed, and this may account for my .having, seen 


only one case of poisoning from the drug, but LE realize the 
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risk of its prolonged administration under other circum- 
stances, and think these should not be treated too lightly. 
I consider sulphonal prescribed with the above precautions 
to be most useful in cases of old-standing excitement, and 
especially in cases of senile dementia. 1t is not a cardiac 
depressant, but it is very slowly excreted. I prefer it in 
the powder form in which some makers prepared it in 

re-war days, for in the crystalline form it is very insoluble 
and liable to set up gastro-intestinal irritation, which, in 
my opinion, may produce attacks of diarrhoea. Its action 
is slow but cumulative, and it requires to be given several 
hours before its effect is desired. After testing its action 
in a hundred cases I found that the average period that 
elapsed before sleep after the administration of 30 grains 
was four hours, and that on an average seven and a half 
hours’ sleep followed. . 

_ Veronal.—I agree with Dr. Starkey that this is in many 
ways preferable to sulphonal, and [ use it for cases of 
excitement in the early stages. Tl,o drug, however, is ‘very 
liable to produce a habit; this I throw out as a warning to 


those who may use it in private practice. It seems to have | 
been procured by drug takers more commonly since the | 


Hove case (British MepicaL Journat, 1913, vol. i, p. 566), 
the newspaper accounts of which may have had some 
influence in this direction. Veronal is quicker in its action 
than sulphonal, and I found that on an average 10 grains 
produced five hours’ sleep within forty-five minutes of its 
administration. 
Whilst on the subject of hypnotic drugs I should like to 
state that I consider their use should be avoided as much 
as possible. Much can be done to induce sleep in restless 
patients before drugs are resorted to, and efficient nursing 
may considerably diminish the strength of the dose 
uired. I venture to suggest that hydrotherapy is not so 
frequently tried as it should be in cases of acute maniacal 
excitement, and that the poisonous doses of hypnotics 
otherwise necessary may frequently be avoided by this 

line of treatment in the early stages. 

Ricuarp Eacer, O0.B.E., M.D., 


’ Deputy Medical Superintendent, the Devon 


Exwinster. Mental Hospital. 


“ACUTE SUFFOCATIVE CATARRH.” 
THERE seems to be aclose resemblance in the description 
given of the cases of acute suffocative catarrh recently 
reported to the condition met with in paroxysmal tachy- 
cardia. In one form of this the patient. stands rooted to 
the ground, with intense dyspnoea, cyanosed, and expec- 
torating large quantities of frothy, blood-stained fluid. As 
in the condition described by Dr. Gale, morphine is often 
extremely efficacious. A good description is given by Dr. 
Lewis in one edition of his Clinical Disorders of the Heart 
Beat, modified, for some reason which I do not know, in a 


later edition. 
W. Duncan Lawrie, M.D., 


Longton, Stoke-on-Trent. F.R.C.S.Edin. 


-HOUR-GLASS STOMACH: GASTRIC AND 
PYLORIC ULCERS. 
Tue following case presented some interesting features as 
an instance of a condition which I believe to be uncommon ; 


. Mrs. E., aged 53, had been troubled with “ indigestion ”’ for 
sixteen years. Pain in the epigastrium after every meal was a 
marked symptom when I saw her, no matter what food she 
took, though the degree of pain varied with the consistency of 
the food—it was less after a fluid diet, such as milk, than after 
one including potatoes. During the last twelve months she had 
lived on scarcely anything but milk. She was very badly 
nourished, and weighed just over 6st. I advised operation, to 
which she consented. ; 

Operation. 

Ifound a rather onus stomach with the pylorus almost 
surrounded by dense adhesions and attached to the under 
surface of the right lobe of the liver. There were sigus of 
recent yr og nap trouble in this area. The pylorus scarcely 
admitted the tip of the little finger. At the junction of the 
proximal and middle thirds of the stomach was a large chronic 
saddle-shaped ulcer extending down both the anterior and 

sterior surfaces from the lesser curvature, and constricting 

e lumen to'such an extent that here again the tip of the little 
finger could just be: inserted. The edges of the opening were 
rounded, thickened, hard and smooth; there were no adhesions ~ 


on the posterior wall of the stomach, and the organ could easily 


be lifte up. I had no reason to suspect malignancy. 

“Resection of this part of the stomach with or without the 
pylorus was not. attempted because such a procedure was not to 
my mind justifiable:owing to the poor condition in which the 


patient was at the time. I therefore performed double posterior 
gastro-enterostomy and closed the wound. 

Apart from a little vomiting twelve hours after the operation 
recovery was uneventful, and she was up on the tenth day and 
left hospital on the fourteenth. G 

Her condition at present (two months after the operation) is 
very good and she is eating well. Her weight is now7 st. 6 lb. 


_Although hour-glass stomach is not uncommon, this con- 
dition combined with ulcerated pylorus is rare. Also in an 
hour-glass condition a double gastro-enterostomy is perhaps 
not the best method to adopt, yet I think in this case it 
was the one and only suitable procedure. $2: 

_ Another interesting point is the relative times of forma- 
tion of these ulcers; from the condition of things found at 
operation I should say that the saddle-shaped ulcer was of 
much longer duration than that at the pylorus. 

The possibility of ultimate transition to malignancy did 
not escape my mind, but, as I have said, resection in any 
form was not justifiable. 

Evesham. 


Donatp M. MacLeop. 


Reports of Societies. 
_ DIVERTICULITIS. 


THE meeting of the Proctological Subsection of the Royal 
Society of Medicine on the subject of diverticulitis, which 
had been adjourned from the previous week,* was held on 
Wednesday, January 14th. The discussion was resumed 
by Mr. J. P. Locknart-Mummery, the President of the 
Subsection. 7 
Diagnosis. 
Mr. LockHart-MumMERY expressed the view that the 
. discussion would be instrumental in proving to the pro- 
fession that diverticulitis, far from being a pathological 
curiosity, was a very real disease. As far as he knew, the 
earliest description of the condition in English literature 
was that contained ina paper by Sir Humphry Rolleston 
published in the Lancet of 1905. One of the most im- 
portant points in connexion with diverticulitis was its 
liability to be mistaken for carcinoma, and carcinoma of 
an inoperable nature. The result was that such a patient 
was often left without surgical relief. The points that 
were of assistance in establishing a diagnosis of diver- 
ticulitis were the following: First, recurrent attacks of 
inflammation, accompanied by a rise of temperature and 
rigors. Second, a long history without great increase 
in the size of the abdominal tumour,: and without 
great emaciation. Even when the abdomen was opened 
the diagnosis often remained doubtful. However, a large 
mass with marked adhesions suggested diverticulitis. 
In 4 out of his series of 24 cases perforation into the 
bladder had occurred, and he suspected that the vast 
majority of cases of perforation into the bladder which 
were believed to be due to carcinoma of the bowel were in 
reality due to diverticulitis. On the other hand, diver- 
ticulitis was sometimes associated with malignant disease, 
and for this reason he recommended that colostomy should 
be performed early, without waiting for urgent signs of 
obstruction. Although resection was the ideal proceeding, 
it could seldom be attained, owing to the density of the 
surrounding adhesions. In only 4 of his cases had resection 
been possible. The usual alternatives were some form of 
short-circuiting operation and colostomy. The results of 
colostomy were exceedingly good, but care must be taken 
to get well above the diseased bowel. After colostomy the 


disease became arrested, and in spite of the objection of 


patients to this proceeding, their condition was a very 
satisfactory one. Only in very exceptional cases was it 
justifiable to perform resection of the bowel without a 
preliminary colostomy. If, as the result of gia > the 
local condition improved, secondary resection might be 
undertaken. In his series the average age of patient 
suffering from diverticulitis was 60. 


Etiology. 
Mr. W. Ernest Mixes agreed that the discussion had 
shown that diverticulitis was a very real disease, and one 


that should engage the attention of every abdominal 
surgeon. Whether it was a comparatively new form of 


. *Reported in the BRITISH MEDICAL JoURNAL. January 17th. 1920, 
pp. 82-86. 


a 


— 
ia 
are 
arse, 
real 
the. 
hout 
is of, 
ting, | | 
they | liz 
not 
| 
two 
| 
the : 
have 
‘ated 
| 
AL. | 
TIS | 
Dr‘ | 
the 
| 
the, 
sntal 
ul of 
e of 
tions 
very 
be 
ed to | 
given 
ulthy 
ence | 
sefal 
with 
have 73 
S, as q 
pined | 
s of | 
ub, I 
| the 
the 4 
in | 
se of 
he | 
10nal 
q 
only 
ains, 
The 
ns to 
ibing 
have a 
210nal 
he 
e the 


ITO JAN. 24, 1920] 


LARYNGOLOGICAL CASES AND SPECIMENS. 


THe Barris 
C Meptcan Jounwar 


disease due to modern modes of life, or whether it was one 
that had existed previously and had not been detected, was 
a question difficult to answer. Dr. Maxwell Telling had 
said that there was often a long antecedent history. It 
inight be possible by careful inquiry to associate its onset 
with certain conditions or habits that might prove to be 
definite causative factors. He was inclined, with Pro- 
fessor Rutherford Morison, to put the idea of congenital 
ovigin out of court. The fact that diverticula often existed 
in considerable numbers supported this view. Increased 
intracolonic pressure, causing hernial extrusion of the 
mucosa through the muscular coats at the weak points of 
blood-vessel perforation, was a much more likely cause. 
Flatulent distension had been suggested as a determining 
factor. He doubted this because of the even distribution of 
gas pressure. Intracolonic pressure was more likely to be 
increased through one of the following three causes: First, 
forcible contraction of the sphincter in order to overcome the 
desire to evacuate the bowels at an inconvenient moment, 
as when hurrying to catch the morning train. Second, 
s ruining at stool ia order to force a formed motion through 
a narrowed anal orifice. Apart from stricture of the 
rectum, which of course would have this effect, there 
existed a common condition of the anal canal which the 
speaker had described in the Journal of Surgery, Gynaeco- 
logy, and Obstetries, November, 1919. It consisted of a 
fibrous deposit in the submucosa of the pecten that 
materially limited the expansibility of the external 
sphincter. This condition caused great difficulty in 
emptying the rectum, a diminished calibre of the faeces, 
and an increase of intracolonic pressure. The third cause 
of increased pressure was the habitual use of very large 
enemata to which the badly constipated often resorted. 
For these reasons if would be of great interest to obtain 
accurate information as to the previous habits of those 
suffering from diverticulitis. 
recognized, prophylactic measures might be adopted. 

Mr. Lionet Norsury, in discussing the etiology of the 
condition, laid stress on enterospasm as a factor. This 
was accompanied by hypertrophy of the bowel wall and 
increase of pressure. large amount of fat that 
accumulated round the bowel in these cases was possibly 
the result of venous congestion produced by the entero- 
spasm. Sigmoidoscopy was sometimes of use in showing 
a narrowing of the colon, due to spasm, and a thickening 
of the mucous membrane. This condition when seen 
suggested diverticulitis. 

Dr. A. C. Jorpan showed an interesting series of z-ray 
photographs, several of them illustrating the results of 
operative treatment in patients suffering from diverticulitis. 
In speaking of the etiology of the condition, he believed 
tiat practically all cases started from a colitis accom- 
panied by enterospasm. Thecolitis being due to infection, 
it might be said that diverticulitis was a manifestation of 
chronic intestinal stasis. 


The Subject ‘in General. 


Mr. Sampson Hanpbey considered that the success of 


the discussion was in great part due to the clear exposition 
of the subject yiven in the opening paper of Dr. Telling. 
This had- provided an excellent skeleton around which 
subsequent remarks could be hung. A point that assisted 
in differentiating diverticulitis from carcinoma of the colon 
was the fact that ia the former condition the “tied string” 
appearance so characteristic of carcinoma was never seen. 
He entirely agreed with the President’s remarks on the 
subject of colostomy. In very few cases was a primary 
resection justifiable. He had seen an interesting micro- 
scopic section showing infiltration of a diverticulum wall 
with carcinoma. 

Sir Cuarters Symonps said that with the new light 
that had been thrown on the subject by the discussion he 
could see the explanation of many a previous clinical 
puzzle. He remembered a ease of inoperable carcinoma 
of the bowel for which he had performed a colostomy. 
The patient had returned to him years afterwards in ex- 
cellent health and with his colostomy opening closed. He 
agreed with previous speakers in believing that perforation 
into the bladder was seldom due to malignant disease. 
Would it be possible to diagnose an impending perforation 


imto the bladder before it had actually taken place? He | 
remembered had been - 
pain when the bladder was distended. Was this suggestive 


eases.in which the chief sy 
of adhesion$ between the colon and the bladder ?. 


If definite causes could be“ 


Mr. LockHart-MummMeErY agreed with the previous 
speaker that it would be a great advantage to forestall 
so serious a catastrophe as a vesico-colic fistula. Unfor. 
tunately the accident usually occurred very suddenly, 
and without any warning that would allow of an eartier 
diagnosis being made. ‘ 

Sir Gorpon Warson called the meeting’s attention to 
a fresh specimen he had brought from St. Mark’s Hospital, 
It consisted of a portion of colon removed after a diagnogig 
of carcinoma had been arrived at. Now that it was removed 
it was by no means easy to say whether the condition of 
the bowel was due to carcinoma or to diverticulitis. The 
specimen emphasized the difficulty of forming a diagnosig 
even when the abdomen had been opened. 


Opener’s Reply. 

Dr. Maxwett in closing the discussion, con. 
gratulated the Subsection on the excellent way in which 
the subject had been handled. The result was that there 
remained little for a speaker to do in the way of dotting 
i’s or crossing t’s. He would like to point out, however, 
that there had been a tendency in the case of some 
speakers to confuse true diverticulitis with the condition 
of sacculation of the colon. This confusion would be 
increased if Professor Rutherford Morison's ‘suggestion ag 
to a change of nomenclature were adopted. The fact that 
diverticula -were often found in the bowel of men 
middle life did not necessarily imply that diverticulitig 
was a common disease. Such diverticula often gave risa 
to no symptoms, and he would be the last to suggest 
wholesale resections for such a condition. Operation 
should be reserved for those cases that were accompanied 
by definite and troublesom > symptoms. 

The Present then proposed a vote of thanks to Dr, 
Maxwell Telling and to the other medical men from the 
provinces who had come to London in order to take - part 
in the discussion. He wished to thank them in addition 
for the trouble they had taken in providing illustrative 
specimens. The motion was heartily carried. 


LARYNGOLOGICAL CASES AND SPECIMENS, 

A MEETING of the Section of Laryngology of the Royal 
Society of Medicine was held on December 5th, 1919, with 
Mr. E. B. Waaaertt, the President, in the chair. A number 
of cases and specimens were shown. 

- Mr. W. M. Mottison showed'a rare case of fibroma of 
the aryepiglottic fold in a male, aged 40, who complained 
only of earache due to meatitis. Routine examination of 
the larynx showed a fibroma which was smooth and 
globular, growing from the above site. The tumour, which 
was the size of a pigeon’s egg, was dissected out and 
removed by means of suspension laryngoscopy. Micro- 
scopically the growth proved to be a hyaline necrotie 
fibroma. Mr. Mollison showed also a case of lupus of the 
larynx in a patient aged 18. The larynx showed mueh 
heaping up in the interarytenoid space, the right ven- 
tricular band was ulcerated, the ulcer exterding down to 
the true vocal cord. The hangs were im a condition of 
active tuberculosis; the Wassermann reaction was posi- 
tive. He showed also a case in which melanotic sarcoma 
of the nose was removed by lateral rhinotomy. The 
growth arose from the lower portion of the right outer 
wall and from the inferior turbinal. The patient made 
good recovery. 

Dr. Irwin Moore exhibited a female patient, aged roe 
who had suffered for years from enlarged and dise 
(septic) tonsils. Enucleation of the tonsils was advised, 
but the patient refused. operation. The tonsils were there- 
fore destroyed by the application of an escharotic (Londoa 
paste). Dr. Moore also exhibited some instruments for 
oesophagoscopy and bronchoscopy—namely, an i 
adjustable handle for his foreign body forceps; a new 
pattern cutting shears for cutting up tooth plates; anda 
forceps for removing growths from the trachea. 

Dr. Wru1aM Hitt showed a rare case of multiple 
(oedematous fibromata) of the middle third of the oeso- 
phagus, causing stenosis of the gullet.. Applications of 
radium were of no benefit.. Portions of the growth were 
removed by hagoscopy and forceps, and shown te 
resemble the structure of ordinary nasal mucous poly 
Dr. Hill showed also a fish bone which had perforated 
inferior constrictor and caused fatal posterior . mediastinal 
abscess. Mr. Bet. Tawsz exhibited a case of supernumerary 
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nostril and cavity in a child aged 16 months. The cavity 
~ Jed up to the root of the nose. 


_ Sir SrCLarr THomson exhibited a case of spontaneous 
cicatrization of a tuberculous larynx in a lady, aged 42, 
who developed tuberculosis of the lungs seven years pre- 
viously. . Under “ silence ” treatment alone the larynx had 
completely healed, though tubercle bacilli still existed in 
the expectorated sputum from the lungs. 

’ Dr. Dunpas Grant showed a case of congenital occlusion 
of one choana causing nasal obstruction. The obstruction 
was mainly osseous, and was removed by operation. He 


exhibited also a specimen of a kinked and obstructed | 


oesophagus, caused by an oesophageal growth. 

‘Dr. G. A. Carter, with Sir StCuarn THomson and Mr. 
Hops, showed a case of. laryngo-fissure for intrinsic cancer 
of the larynx in a female aged 33. 

Various other cases and specimens were shown and 
discussed. 


Rebiewws. 


G.H.Q. (MONTREUIL-SUR-MER). 

Tae two broad bands, red and blue, on the wrapper of 
G.H.Q.,! by G.S.O., will recall to many certain moments in 
France when an obstructed road suddenly cleared itself, 
for ‘a G.H.Q. car is so clearly recognizable" by the bands 
on the wind screen and on the arms of the occupants. 


_ out the anxieties of the spring of 1918, and relate ‘the 


Incidentally it may be said that the British army was . 


not peculiar in its addiction to initials, though it may have 


carried it rather far. To the French their head quarters 
were known as G.Q.G., and the Germans contracted the 
name of their own to O.H.L. 

G.S.O. tells us no more of himself than that he is a 


_ gunner, but we guess that in this book he does not com- 


mence author. dike most of the not very senior members 
,’ and while under repair 
on several occasions had formed a very high opinion of the 
nursing organization. ‘Sister’ is of many different grades 
of skill, but of an almost unvarying degree of devotion.” 
He is so gallant as to assert that the design attributed to 
matrons of assigning all the pretty nurses to sick sisters’ 
wards was frustrated because the supply of pretty sisters 
was too great to allow of their all being so disposed of. 
He pays a generous tribute to the medical corps, and 
shows that he takes a pride in the success of that branch 
of his service. Moreover, for all his genial bantering style 
he can see. the reason, or one chief reason:— 

The fight — mustard gas in 1918 was another fine 
achievement of the medical services. But this subject of the 


medicine of the war calls for a volume to itself. Let me only 
add here that the successful medical results won in this war 


were largely due to the fact that—contrary to the system of | 
‘other. wars—the doctor had a real influence and 


wer at G.H.Q. 
In his own department he was supreme. So were solved 
successfully the vast medical problems which the Great War 
presented. The greatest armies known to history grappled ina 
continuous and furious struggle, not for a day or a night or 
a week,'but for months. The wounds caused py hand grenades 
and high explosive shells were often of terri 

battlefield to.a depth of five miles was under constant shell fire, 
and transport of the wounded for that distance was therefore 
always under fire, and roads were torn up almost as soon as 
made. Conditions of infection were extraordinarily favourable. 


' Traffic regulation had to overcome the most serious obstacles, 


since railways, roads, and tracks had to provide for the constant 
reinforcements, for the frequent passage to and fro of relieving 
Divisions, for food and water for men and horses, and also for 
ammunition unprecedented in quantity. 


In describing the multifarious work of G.H.Q. and the 


necessity to be prepared for either fortune of war, G.S.O. 


utters a dictum on casualty clearing stations, dealing 


| rather summarily with a matter which excited much 


difference of opinion at the time and will, no doubt, come 
in for much discussion in the future. As an example of 
the way in which, during trench war, units allowed 
themselves to become immobile, we are told that “ many 
casualty clearing stations had burdened themselves with 
surgical stores and equipment which should be reserved for 


- stationary hospitals. Thus burdened they were tempted 
to evacuate tooisoon.” There may be some truth in this, 
but we do not believe it to be the whole truth. 
The author is by no means disposed to make little of 


By "G.S.0.” London: Philip Allan 


8vo, pp. 306; 32 illustrations: 1 map. 20s. net.) 


le extent. 


_ gives a vivid general impression of the course of events. 
| Asarule the style is light, and designed to produce an 


‘In describing the origin of mechanical asphyxia he docs 
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war as Major—appointed Q.M.G, by Lord Haig at the 
end of 1917. But he knows, and very frankly says, that 
it was the humour, the good humour and the adaptability, 
as well as the courage and constancy, of the men of the 
new armies that made the achievements possible. G.S.O. 
set out to write not a history of the war nor a contribu- 
tion to any of the numerous war controversies, but a sketch 
of life at G.H.Q. as it appeared to a staff officer. But the 
eyes of G.H.Q. on, the hill of Montreuil saw much, and 
what the eye did not see the ear heard; thus the book 


impression rather than a story of events, but the last- 
four chapters, dealing with the spring, summer, ani 
autumn of 1918, are in a more serious tone. They set 


painful decisions which had to be taken to meet thie 
possibility of the Germans breaking through to the coast. 


ANAESTHETICS. 

Dr. Stuart Ross, in his Handbook of Anaesthetics? las , 
aimed at giving a “condensed account of modern anaes- 
thetic views and practice.” He has succeeded well in his 
task, particularly with regard to the first portion of it 
The four opening chapters are devoted to the physiology 
of anaesthesia, of shock, and of asphyxia, and to a genera - 
account of methods of anaesthetizing. They are clearly 
written, and, although of necessity in so compressed a 
work several important matters escape mention, yet all 
those of greatest practical import are dealt with, and the 
student is offered an admirable foundation of reason for 
the principles on which he is to administer anaesthetics. 
Dr. Ross has drawn upon his experience to give in some 
detail the treatment of shock among the casualties of w. r. 


not mention one of the commonest causes, namely, swelling 
from congestion of the tongue and fauces. This very often 
accompanies the inhalation of ether as well as of nitrous 
oxide. He makes clear the different effects of excessive 
CO, and of oxygen starvation, and draws from them the 
proper directions for practical treatment of asphyxial 
states. He points out a truth, often not appreciated, 
which is that laryngeal stridor may be a reflex effect, and 
persist even in an anaesthesia so deep that the vital 
medullary centres are in peril; consequently it is futile to 
attempt to remove the symptoms by an increased supply 
of anaesthetic. In the recommendations for the preparation 
of the patient is included an enema at6 a.m., when the opera- 
tion is to be at 10. Many surgeons nowadays believe that 
to awake a patient early in the morning for the reception 
of a rectal injection is not-calculated to help him to reach 
the operating table in the best possible frame of mind or 
body. It is a traditional practice to be generally dis- 
couraged. Dr. Ross approves of routine preliminary use 
of small doses of morphine and atropine, except in young 
children. For the subjects of severe shock and of sepsis 
he recommends nitrous oxide and oxygen as the anaes- 
thetic of choice, and gives a good description of recently 
devised apparatus and how to use it. Otherwise his choice 
of a routine anaesthetic appears to be open ether assisted 
by intermittent and most guarded additions. of C.E. ° 
mixture. He attains anaesthesia with about 2 oz. of 
ether and 2 drachms of the mixture, afterwards using 
about an ounce of ether every ten minutes and no mixture. 
He finds a considerable field for the use of ethyl chloride, 
‘which he prefers to give by the “ vapour” method, and he 
approves its use in conjunction with gas in dental cases. 
The book is one which we warmly recommend to all 
students. 


It is only three years since the first edition of Dr. 
Faae’s interesting Art of Anaesthesia® appeared, and no 
great difference or extension can be expected or is to be 


2. Handbook of Anaesthetios.. By J. Stuart Ross. M.B., B.fc., 
rgh: (Cr. 8¥o, 


Of Anaesthesia. By P. J. Flagg, M.D. Second edition. 
revised. Philade and ‘London: J. B. Lippincott Co, 1919. 
(Med. 8vo, pp, xviii + 367: 156 figures. 18s.net.) : 
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found in this issue. A chapter bas been added on the 
selection of the anaesthetic, and here Dr. Flagg has some 
very pertinent observations to make regarding the relative 
importance of agreeableness and efficiency in the anaes- 
thetic chosen. He shows how an anaesthetic, safe in itself, 
becomes unsafe if it fails to facilitate, or even renders 
more difficult, the manipulations of the surgeon. These 
are words that need attention just now when there is a 
tendency to require of gas and oxygen alone more than 
they are able to provide. Dr. Flagg looks on ether as the 
anaesthetic of choice, regardless of sex or age, and has a 
high appreciation of the anaesthetometer. This instru- 
ment, he says, has demonstrated the important fact that 
when good anaesthesia is established, the percentage of 
ether needed to maintain anaesthesia is about the same 
in all cases. The author considers that a “ gas-oxygen 
induction, an ether maintenance, and a gas - oxygen 
recovery is an ideal anaesthetic for all adult cases.” In 
considering special operations, however, he finds of course 
eg to which this method is inapplicable. The chapter 
on the point of view of the patient might be read: with 
advantage by every hospital surgeon and anaesthetist. At 
the same time we confidently believe that the picture 
drawn of the patient’s anticipatory troubles is not com- 
monly true either in America or in Great Britain. The 
book enjoys a beautifully clear and large print, which 
adds to its many attractive features. 


CAUSE AND TREATMENT OF OBESITY. 
Tue second edition of Dr. Hecket’s large book‘ on the 
radical cure of fatness and obesity is the work of a 
‘physician who has devoted many years to the study and 
treatment of fat people. The earlier chapters give an 
account of the etiology, symptoms, pathogenesis, course, 
diagnosis, and prognosis of the condition. The last 
quarter of the volume is devoted to its treatment; here 
the author sets up a high standard, demanding that the 
patient shall not only be reduced to a proper weight and 
degree of fatness, but also enabled to maintain that state ; 
in addition, he must be relieved of the various troubles— 
dyspnoea, indigestion, glycosuria, or what not—that so 
frequently accompany obesity. 

Dr. Heckel considers that obesity is due to over-eating 
in three-quarters of the cases; in the remainder he 
incriminates such things as hereditary predisposition, 
the neurotic constitution, disturbances of the endocrine 
glands, indigestion, and pulmonary tuberculosis. Obesity 
may be maintained, especially in females, on as low a diet 
as one with a heat value no more than 1,200 calories—in 
place of, say, 3,000. Each case must be studied and the 
treatment must be individualized; the routine of daily 
life, the diet, the number of meals allowed, the amount and 
nature of the exercise taken, the hours of repose and work, 
must all be looked into and regulated. Success may be 
looked for in almost all male cases and in 95 per cent. of the 
female. Dr. Heckel’s own contribution to the treatment 
of undue fatness appears to consist in ‘methodical 
morphogenic myotherapy,” the extensive employment of 
exercises designed to bring all the muscles into action, 
with particular attention to the breathing exercises, or 
respiratory gymnastics. 

The book is still somewhat lengthy, though not so 
voluminous as the first edition, and contains a great deal 
of information and many suggestions that should be of 
great service to those who have to treat obesity. A special 
word of praise may be given to the publishers for their 
success in producing so large and well printed a volume 
nowadays at the price of 15 francs. 


ENCYCLOPAEDIA MEDICA. 
TsE sixth volume of the second edition of the Encyclopaedia 
Medica, under the editorship of Dr. J. W. BaLiantyye,® 
contains thirty principal articles, of which five are com- 
pletely new, and a number of short notes giving condensed 
information or cross references. The revision of the 
articles has been undertaken either by the original writers 


4 Grandes et Petites Obésités: Cure Radicale. By Dr. Francis 
Heckel. Second edition. “Paris: Masson et Cie. “1920. (Roy. 8vo, 
pp. ii+536; 60 figures, 12plates. Fr. 15 net.) } 

4 Encyclopaedia Medica. Vol. vi, Heat Fever to Intertrigo. Sécond 
W. Ballantyne, M.D., 
C.M., F.R.C.P.E. Edinburgh and London: W. Green and Son. 1919. 
(Roy. 8vo, pp. 658; ‘Splates (4 coloured), 70'figures. 16s.) 


or by others, and in the main they: show obvious evidence 
of change; this is particularly so in Professor J. Arthur 
‘Thomson’s article on heredity. On the other hand, the 
account of that extremely important disease, influenza, 
by no means exhausts the additions to our knowledge 
resulting from the pandemic of 1918-19; but in these days 
of slow printing and delayed publication it is quite possible 
that articles may have been long out of the author's 
hands when they appear before the public. 

To turn to the new articles, Dr. S. A. K. Wilson gives 
a clear and masterly review of hysteria, with an able and 
broad-minded discussion of the various physiological and 
psychological theories as to the nature of the disease. Dr. 
W. D. Scott's article on immunity contains an account of 
anaphylaxis including serum sickness. Dr. W. Armstrong, 
Medical Director of the Buxton and Bath Dietetic Clinics, 
who wrote on hydrotherapy in the first edition of this 
work, now entitles his article on the therapeutic uses 
and effects of water, hydrology. In his elaborate and well 
illustrated account of hermaphroditism Dr. Berry Hart 
advises that children of doubtful sex and sex-ensemble 
should be brought up as boys, as the chances are ten to 
one that they are atypical male sex-ensemble cases, and the 
risk of sexual mischief and scandal afterwards is thus 
minimized. The article on housing by Dr. A. M. William- 
son, Medical Officer of Health for Edinburgh, deals with 
the subject under the three heads of the extent, effect, 
and cure of the housing evil. His observations in Edin- 
burgh show that the death rate increases almost precisely 
in proportion with the increase in the number of the 
smaller dwellings. 
_ The editor may be heartily congratulated on this 
instalment of his arduous undertaking. 


NOTES ON BOOKS. 


Pocket Notes on Nerves,® by Dr. T. M. MARTIN, is a little 
book containing a concise summary of neurology, written 
to, benefit medical men who may be confronted with cases 
of nervous disease and are not neurologists. It is full of 
facts, but free from the explanations needed to co-ordinate 
them into a mass of useful knowledge. Be wider 


Animal Parasites and Human Disease, by ASA OQ, 
CHANDLER, is a compilation.? In the preface the author 
justifies the production of such works and expresses the 
belief that ‘‘no less mental and physical energy, if not 
perhaps even more, is necessary for efficient mere com- 
pilation than for the addition of new facts to scientific 
knowledge, and the value to civilization, which must be 
the ultimate criterion by which all scientific work is 
judged, must be equally as great, if not greater.’’ This 
is a novel view certainly, but the compiler. has forgotten 
to add that if he has not first-hand knowledge of the 
subject himself he is almost bound to perpetuate any 
errors in the originals, and is very likely to add more 
of his own. This risk is exemplified in the work 
before us. On page 298 it is stated that Manson first 
discovered the embryos of F. bancrofti in human blood, 
while working on tropical diseases in India; Lewis dis- 
covered the embryos and Manson has never worked on . 
tropical diseases in India. On page 133 in the description 
of Fig. 38 a contracticle (sic) vacuole is described; one of 
the chief characteristics of the genus Entamoeba is that 
a contractile vacuole is absent. Again, on page 298 the 
following statement is made: ‘* Recently in an examination 
of 949 natives from the Congo-Cameron (sic) country ot 
Africa, about 74 per cent. of the men, 79 per cent. of the 
women and 33 per cent. of the children were found to be 
filariated.’’ It is not stated with what species of filaria 
these people were infected, so that the information is 
valueless. Unfortunately there are other errars scattered 
through the book, and it cannot therefore be recommended 
as a source of accurate information to any student of the 
subject. 


6 Pocket Notes on Nerves. By T. Muirhead Martin, M.D., 0.M.Edin. 
Edinburgh: William Bryce. 1919. (Fcap. 8vo, pp 58. 2s. net.) 

7 Animal Parasites and Human Disease. By Asa C. Chandler, 

iley an ns. ondon: Chapman an » Limited. 
(Med. 8vo, pp. xiii+570; 254 figures. 21s. net.) 

THE Calendar of Durham University College of Medicine 
for 1919-1920 (Newcastle-upon-Tyne: Andrew. Reid and 
Co., Ltd.) contains all the information required by students 
of medicine at that university, and gives a brief history 
of the college, which was founded in the year 1832.’ 
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THE ST. ANDREWS INSTITUTE FOR 
CLINICAL RESEARCH. 
More than ever the promotion of medical research is 
now the subject of discussion from many points of 
view, and, what is more to the purpose, of active 
organization. The Medical Research Committee, the 
success of which during the war did so much, by 
bringing home to the man in the street the great 
economic value of expert advice, has stimulated. public 
interest, but the notes and articles in the general press 
have been concerned mainly with one side of the sub- 
ject—the laboratory aspect of research, or the appli- 
cation to the art of medicine of the methods essential 
to the allied sciences. There is another, though more 
difficult and therefore at first sight less attractive, 


method of research which has been advocated by Sir 


James Mackenzie, especially in his remarkable book, 
The Future of Medicine,’ and now more fully set 
forth, with conciliatory moderation, in his address on 
Clinical Research, delivered at the opening of the 
Institute for Clinical Research founded by him at St. 
Andrews, and published at page 105 of this issue. 

Sir James Mackenzie points out that the methods 


useful in physiology, chemistry, and bacteriology are 
not all-sufficient for the investigation of the wider 


problems of clinical medicine. This proposition may 
come as rather a new light to men who have been 
brought up in the tradition that the highest form of 
research is that modelled on laboratory lines, with 
instruments of precision to.confirm or correct the 
impressions and the erudite senses of the old-time 
bedside observer. Sir James Mackenzie originated 
the modern development of cardiology largely through 
such painstaking instrumental investigation of the 
circulation; great weight, therefore, must attach to his 
opinion that, valuable as are the results obtained by 
laboratory aid, there are other and extensive fields for in- 
vestigation untouched thereby and awaiting exploration 
by methods as yet either unrecognized or improperly 
applied. He does well to insist on the importance 
of clinical research; this, though not a new doctrine, 
urgently needs treatment on fresh lines. The reason 
why the study of symptoms has not been more 
successful in the past has been the want of essential 
guiding principles; thus, the prognosis of heart 
disease, based on auscultation and the presence of 
murmurs, remained stationary for years and failed, 
as did the recent attempt to grade men into classes 


- for war work. On the other hand, Lord Lister spent 


years in establishing the principles necessary to enable 
him to evolve the proper treatment of wounds, and a 
similar apprenticeship was served in the labour that 
ed to the discovery of auricular fibrillation. With a 
guide so experienced and possessing so firm a grasp 
of the true scientific method to help them to establish 
the essential principles, the general practitioners 
attached to the St. Andrews Institute have the most 
enviable opportunities for work, the promise of which 
it seems difficult to estimate too highly. 

In order to prevent disease it is essential to under- 
stand the nature and significance of its earliest mani- 


festations and also of the conditions, such as defic ent 


1 Reviewed in this JoukNAL on August 16th, 1919, p. 204. 


nutrition and injurious occupation, that impair the 
resistance of the body and render it vulnerable to 
the first inroads of disease. . The earliest symptoms 
are often merely a consciousness that something is 
amiss or that the sense of well-being is absent; as such 
a complaint is vague it does not, unless physical 
signs are present, excite any great interest, largely 
because it is so difficult to make any further way in 
the inquiry. Sir James Mackenzie warns us that it 
is only after a long training that the art of asking the 
appropriate questions is attained, and that much ex- 
perience is necessary to interpret the answers correctly. 


_ Opportunity for clinical research into the disposing 


and early stages of disease is seldom available in hos- 
pitals, but it comes within the scope of the general 
practitioner and is the chief object of the St. Andrews 
Institute: 
_ The institute, we understand, has started well. 
Sir James Mackenzie himself is the director, and 
among his fellow workers are all the general practi- 
tioners in the town, with one or two others who’ had 
retired from practice. It already has a chemist on its 
staff, and it is intended to appoint a bacteriologist. The 
professors in anatomy and physiology in the Uni- 
versity of St. Andrews give their help, and so also does 
the assistant professor of logic; this is, we believe, 


the first time that the logician has been called in to 


help in the work of a medical institute... It is perhaps 
not surprising that this should have happened first 
in Scotland, and we make no doubt that his presence 
and advice will be of the highest value. Arrange- 
ments have been made with the doctors on the 
insurance panel under which their patients attend ai 
the institute at regular hours. . Each doctor will have 
a separate room and all the facilities of the institute 
at his disposal. The experiment in this early stage 
has fully established the fact that the general prac- 
titioner, given the facilities, will become a potent 
factor in research. But although it is only natural 
to anticipate results rapidly oo an institution is 
started under such good auspices, it is well to recall 
the old proverb that Rome was not a one-day’s 
growth, and that great advances take time, much 
patient investigation, and assistants who have gone 
through a long training. 


CHRONIC DIVERTICULITIS. 


Tue discussion on diverticulitis at the Royal Society 
of Medicine, the report of which is concluded in this 
issue, will have served a useful purpose if it calls more 
general attention to the diagnosis of a condition 
which often goes unrecognized. We say “ diagnosis,” 
advisedly—first, because in the present state of 
knowledge there are no very clear ideas as to its pre- 
vention, and secondly, because when’ once developed 
the only treatment seems to be by operation. That 
tie subject excited much interest among those within 
reach of the meeting is shown by the large audience, 
and we make no doubt the report will have many 
readers. Although the condition to which the rather 
cumbrous term “ diverticulitis” is applied has been 
recognized for some years by surgeons concerned with 
operations on the abdomen, it is probably true that 
to the general body of the profession it is more or 
less a new disease, but in future years it may become 
as familiar to students of medicine as appendicitis. 
Whether the term will be retained, or whether, 
following the advice of Professor Rutherford Morison, 


it will be discarded in favour of “sacculitis,” remains 


to be seen. There are several reasons for agree- 
ing with Professor Rutherford Morison in his. pre- 
ference for the latter term. Diverticulitis suggests 
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an inflammatory condition of a congenital sac. The 
acquired sacculations seen in the large bowel in 
diverticulitis are entirely different in their pathology 
from such congenital abnormalities as Meckel’s 
diverticulum, and demand the employment of a term 
less liable to confusion than that which is at present 
current. The word “sacculitis” is not really good, 
but is perhaps equally descriptive of the condition 
present, and is not more open to objection on the 
score of euphony. i 
‘Acquired diverticula may occur in any part of the 
intestinal tract from the oesophagus to the anus, 
but we may follow the example of Dr. Maxwell 
Telling of Leeds, who introduced the discussion, and 
limit the applicability of the term “ diverticulitis ” to 


_ diverticula of the lower bowel.* Clinically they are 


probably of most importance when they occur at the 
end of the colon or in the sigmoid. The origin of the 
diverticula is no doubt in some instances—probably a 
small minority—a slight congenital abnormality or a 
congenital predisposition to their formation, but the 
general opinion seems to be that as a rule they are 
due to increased pressure within the bowel. The fact 
that they are believed to occur more frequently in the 
lower part of the sigmoid than elsewhere is held to 
support the view that they are due to faecal stagna- 
tion, since it is greatest at this point. Constipation 
is a frequent antecedent, but it may be absent, and 
in some few cases there is looseness of the bowels. 
It is thought possible that gas is more important than 
faeces in their production, but impaction of the latter 
is probably the commonest cause of the inflammation 
which gives rise to the final clinical symptoms calling 
‘for operation. An argument against the congenital 
origin of the diverticula is that the condition rarely 


occurs in early life ; its prevalence reaches a maximum 
at ages from 60 to 75. Once a diverticulum has. 


begun it tends to undergo progréssive enlargement, 
becoming a cyst with a narrow neck, so that faecal 
matter is retained. The sac is very imperfectly 
drained, a concretion may form, and perforation 
supervene; but probably more often inflammation 
ensues in and around the wall of the sac. When 
several dive:ticula are produced near together a large 
mass may form, which will produce mechanical 
obstruction, and to such cases the term “ peri- 
diverticulitis”’ is sometimes applied, though the 
distinction does not seem to be of much clinical 
importance. The clinical picture presented varies 
very much. There may be a sudden outbreak of 
general peritonitis, determined probably by perfora- 
tion, or there may be inflammatory trouble more or 
less acute within the abdomen, usually within the 
left lower quadrant. The cases most often mistaken 
for carcinoma—and most surgeons who recognize the 
condition admit that they have fallen into this error— 
are those in which obstruction is the first symptom 
recognized by the patient. The usual sequence is the 
occurrence of partial or subacute attacks of obstruc- 
tion, ending in a condition calling urgently for surgical 
interference. Sir Berkeley Moynihan, in a paper read 
to the Clinical Society of London at the end of 
1906, observed that while the mimicry of malignant 
disease in the caecum and ascending colon by a hyper- 
plastic tuberculous process was well known, it was 
not so generally recognized that inflammatory tumours 
presenting all the clinical appearances of cancer 
might occur in any part of the large intestine, and he 
pointed out that many of them were probably due to 
the presence of acquired diverticula. 

One result of the recent discussion will be to con- 


ag his very full paper in the British Journal of Surgery, 1917, 


vince the profession that the condition to which the 
term diverticulitis or chronic diverticulitis is applied 
is far commoner than has hitherto been generally 
supposed. As Sir John Bland-Sutton said, many 
patients have in the past been submitted to colotomy 
and colostomy, under the bélief that they were 
suffering from cancer of the colon, but subsequently 
the lump has disappeared, the patient has survived 
for many years, and at death no evidence of tumour 
has been found. In a wide-embracing sentencé he 
asserted that the condition, acute or chronic, mimicked 
such lesions as acute and chronic appendicitis, chole- 
cystitis, tumours of the stomach, subdiaphragmatic 
abscess, perigastric abscess, splenic abscess, tubal 
infections, ovarian abscess, cancer of the uterus, and 
infected uterine fibroids ; but he added that the extra- 
ordinary feature of sacculitis pericolitis) is its 
mimicry of cancer of the colon. 

Drummond bronght evidence as to the frequency of 
the condition when he said that he had found it in 
22 out of 500 necropsies made at the Royal Victoria 
Infirmary, Newcastle-on-Tyne. While appendicitis 
may remain the commonest intestinal lesion that 
demands surgical intervention during the first half 
of life, it seems probable—again to quote Sir John 
Bland-Sutton—that diverticulitis is a newly dis- 
covered ‘bane of elders.” It may be expected that 
once its symptoms become recognized and it ceases 
to be regarded as a clinical curiosity, the number of 
cases in which the propriety of surgical interference 
will have to be considered will be multiplied and. 
the question as to when operative interference is 
indicated will become extremely important. Resec- 


| tion of the bowel is an operation that cannot be 
lightly undertaken, especially in the case of elderly — 


patients. Its risks, even with the best of techniques, 
must always remain greater than the risks of ap- 
pendicectomy. The arguments for and against sur- 
gical interference will need careful weighing before 
the decision is made. Diverticulitis is of great 
interest as a clinical entity, but we look forward with 
still greater interest to future studies of its pathology, 
diagnosis, and treatment. Much patient work will be 
required, and a vast amount of clinical data must be 
collected before its true position amongst the diseases, 
.and its appropriate treatment, both medical and 
surgical, has been established. 


INSURANCE MEDICAL REMUNERATION. 


Tue recent history of the capitation fee may be said 
to begin with the last Annual Conference of Local 
Medical and Panel Committees, arranged by the 
British Medical Association. On November 27th the 
representatives declared with one voice that the 
proposed new Medical Benefit Regulations could only 
be accepted if the remuneration for service under 
them was upon a satisfactory basis. With the same 
unanimity the Conference next resolved to maintain 
the opinion that 13s. 6d. was the lowest capitation 
fee that could properly be accepted for an effective 
service. 

These decisions having been taken the question 
arose as to what should be done if, as seemed not 
improbable, the Government would not grant 13s. 6d. 


“ What will happen when an irresistible force meets 
an immovable object?” Nowadays every schoolboy 
knows the answer : “ They will submit it to arbitra- 


tion. The representative of Hertfordshire moved 


Mr. Hamilton © 


In our school-days the conundrum used to be put: © 


tion.” It was certain, therefore, that in the Panel . 
Conference someone would state the case for: arbitia- 
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— 


«that in the event of the Government offer being 
deemed inadequate the Insurance Acts Committee 
be authorized to ask for an independent arbitration 
hoard to fix the capitation fee.” Representatives of 
Hampshire, Durham, Laneashire, and Warwickshire 
spoke in support of this motion ; Southampton and 
Kent wholly rejected the idea; while one or two 
eatttious voices from London were raised, not against 
arbitration, but against tying the Committee down to 
it beforehand. The Chairman was asked whether the 
figure named by arbitrators would be binding on both 
arties ; he replied quite plainly that it was under- 
stood that all persons who went ‘to arbitration meant 
to accept the award. The outcome of this debate was 
a large majority in favour of authorizing the executive 
body of the Conference to ask for arbitration should 
the Government offer be deemed inadequate. The 
number of representatives present was 147, repre- 
senting 153 constituencies in Great Britain. The 
resolution giving this discretionary power rested upon 
the belief that the case submitted on behalf of the 
profession was so strong that it had little to fear 
from arbitration; and, further, that in the event of a 


_ deadlock a proposal for arbitration coming from the 


doctors would strengthen their case in the eyes of the 
public at large, and more particularly of the hand- 
working classes. Some who favoured the idea felt, it 
is true, a doubt as to the wisdom of applying it should 
the Government offer a sum very little short of the 
figure demanded by the Conference ; but, as we all now 
know, this situation did not arise; the Government, 
on January 14th, through the Minister of Health, 
offered 11s. Thus the deadlock which had been 
foreseen as possible came about. The Minister said 
he could offer no more; the Committee answered 
that they would advise their constituents to reject 
that sum. Here, then, was the Committee’s oppor- 
tunity to propose the only alternative to a rupture. 
After long and anxious discussion Dr. Addison 
sought and obtained the Government’s consent to 


arbitration, and a provisional settlement on that 


basis was reached. These terms were published in 
the SUPPLEMENT last week and are repeated in 
substance this week. 


The position at the moment is sufficiently clear, 


though what will come of it is quite another 
matter. There is to be an independent board of 
arbitrators, to fix the capitation fee; its award will 
apply as from April 1st, 1920. Meanwhile for the 
first quarter of this year the rate is 11s. per annum. 
It must be understeod that whatever capitation fee 
is fixed by the arbitrators it will not touch the special 
mileage fund of £300,000 for England and Wales, 
granted in order to compensate for the greater work 
and outlay of the rural practitioners. The new 
mileage grant contrasts favourably with the £34,000 
allocated for this purpose before the war, and it 
should do much to stem the medical depletion of 
remote and sparsely peopled areas, and thus prove a 
gain to the community as well as to the country 
dectors themselves. It seems obvious that the proper 
distribution of this grant will need close thought and 
the supply of accurate information from the different 
areas. Over and above the arbitrators’ award there 
will be throughout the country a uniform capitation 
fee of 2s. a year for those doctors who supply drugs 
and applian: :. 

Thus, in brief outline, the matter stands to-day. 
It remains, perhaps, to add a few words on the 
temper in which these difficult negotiations have been 
carried out, and on the criticisms that are sure to be 
brought against those who are acting on behalf of the 


insuranee practitioners. With regard to ‘the first, we 


would only remark that good manners sti‘l count in 
the conduct of affairs, both great and small, andth:t 
all history goes to prove that firm statesmanship best 
gains its ends in an atmosphere of civility. Since the 
medical profession has always put the public good 
before its own interests, nothing is lost by behaviour 
that earns publie respect and goodwill, even, when ‘the 
controversy seems fo ‘turn solely upon a question of 
cash. As for the critics, ‘these are of two sorts. “Th: 
honest critic does service to’his generation ; it is right 
that he should always have a ‘hearing, most of a'l 


when what he says is disagreeable. ‘There are, 
besides, those who “ dip their pens in faction”; they 
would be amusing were it not for the mischief the, 
may do at critical times; their weapon is the ‘lie thas 
is half a truth. To them may be applied the dictum 
of a great Englishman (without laying too much 
stress on the adjective he uses) : wa y, Sir,” said 
Dr. Samuel Johnson to Sir Joshua Reynolds, “‘ may 
sting a stately horse and make him wince; but one 
is but an insect, and the other is a horse still.” 


THE LATE SIR WILLIAM OSLER. 
Sik Norman Moors, president of the Royal ‘College of 
Physicians, who had intended to deliver a eulogium on Sir 
William Osler at the meeting of the Section.of the Hister y 
of Medicine of the Royal Society of Medicine.on January 
14th, was prevented by indisposition. Sir D'Arey Power, 
the president of the Section, in moving a vote of condolence 
with Lady.Osler, spoke of the large part Sir William Osler: 
had taken in the foundation of the Section, and the interest 
he had throughout maintained in its work. He was its 
first president; he had stimulated the members 4o origina! 
research in the history of medicine and had established _ 
the precedent of inyiting distinguished authorities .on 
special subjects to give lectures-to it. Of Osler’s personal 
qualities it was very difficult te speak without. emotion, 
for he was a personal friend of all members. The -vete 
of condolence was seconded by Dr. Raymond Grawfurd, 
a former president, who said that Sir William Osler 
was a man the like of whom probably this generation 
would never see again. As a consultant he brought to 
the bedside a huge fund of knowledge and experience; 
as an administrator he showed no disposition to in- 
sist on getting his own way, beeause he was unwilling 
to hurt the feelings of any man with whom he came in 
contact. The papers he contributed to the section had 
always a peculiar charm, a biographical flavour, revealing 
a man able to love not only his fellow men just round 
about him, but mankind as a whole; ‘his interest ia medical 
histery was always in persons rather than in principles. 
In general literature the -variety and scope of ‘his ‘know- 
ledge was great. The catholicity of his affection for the 
humanities was the counterpart of his affection for man- 
kind. It-was as though he extended ‘his charity from men 
to things. This was the reason why the sum total of his 
interest was so wide. But there was more'than this: the 
real man ‘who was mourned was a man of great loving-— 
kindness; it was impossible to be in his company without 
feeling the better for it, and without feeling all good 
fertilized and fructified-by his presence. The lesson from 
his life was that when ‘the qualities of the heart and of'the 
head weve balanced in the scales it was the qualities of the 
heart which weighed heavier in the sight of one’s féllow 
men. The vote of condolence was passed by the members 
standing. 


THE RESEARCH DEFENCE SOCIETY. 
‘Tue Research Defence Society has-this month atiained 
its twelfth year. It set out jn 1908 to drive antivivi- 
section frem its strongholds; to make known the value 
and the necessity of experiments on animals, ‘the 


| restrictions imposed on them in this country under ‘the 
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Act of 1876, the nature and the purposes of the experi- 
ments which are being made, and the discoveries which 
taave come by help of the experimental method; and to 
-bring-about a better understanding between the few who 
made these experiments and the many who profit by them. 
Its operations have been attended by a large measure 
of success, but it is not yet time for it to dissolve. The 
agitation raised by thoughtless opponents of experimental 
medicine is scotched, but not killed. The cause of the 
Society has been aided much by the great demonstra- 
tion the war afforded of the efficacy of methods arising 
out of research and experiment, and in. particular by 
the results of antityphoid vaccination. Very much of 
the success cf the Society is due to the devoted work 
of Mr. Stephen Paget, its honorary secretary, who in 
his last quarterly report points out that among the 
fallacies of antivivisection is the assertion that experi- 
mental bacteriology and the present methods of protec- 
tive treatment tend to make doctors forgetful of the 
value of “ ordinary sanitation.”. No fallacy, he says, could 
be much more absurd, and the war gave it the lie 
direct. Among all the many officers of the Army Medical 
Service and the Indian Medical Service who organized 
and headed a great sanitary work, there was not one 
who ever doubted for a moment the importance of 
bacteriology and the value of the protective treatments. 
“To all of them bacteriology and sanitation were what 
@ man’s two hands are in daily life: he uses now one, 
now the other, now both at once; and each of them 
belongs to the other, all the time.” Ina reference to the 
death of Sir William Osler it is said that his interest in 
the welfare of the Society was memorable. He was one of 
its vice-presidents and was president of the Oxford Branch; 
-his. evidence before the Royal Commission ought to be 
included in. any complete edition of bis works, as a fine 
example of ‘his wonderful power of teaching. The report 
also contains a reference to the death of Mr. C. Louis 
"faylor, for many years Assistant Editor of the Britisn 
MepicaL Journst. The Society, the report states, “loses 
by hs death one of the best and most helpful of all its 


- many friends.” The address of the Society is 11, Chandos 


Street, London, W.1. Captain Walter E. Elliot, M.C., 
M.B., Ch.B., who sits in the House of Commons as the 
representative of Lanark, has recently become honorary 
assistant secretary. 


THE BUREAU OF TROPICAL DISEASES. 
Tue office and library of the Tropical Diseases. Bureau 
have been removed to the new building of the London 
School of Tropical Medicine, Endsleigh Gardens, Euston 
Square, N.W.1. The building in its upper stories provides 
wards for patients and in the lower laboratories for 
the various departments; by attracting into immediate 
relation with it a library and an organization for 
the dissemination of information with regard to tropical 
diseases, the School is fulfilling one of its purposes, 
which is to serve as a centre for graduate study 
and for research. The chairman of the Bureau is 
the Right Hon. Sir J. West Ridgeway, G.C.B., who 
is chairman also of the Advisory Committee of the 
Tropical Diseases Research Fund, through which and in 
other ways the Colonial Office gives its support to the 
School. ‘The Bureau publishes a Tropical Diseases 
Bulletin and also a Tropical Veterinary Bulletin. The 
last issue of the former is a sanitation number, and con- 
tains a series of notes on tha prevention of disease in the 
tropics. In a section deasing with plague attention. is 
called to some observations made by Dr. William Marshall 
Philip in the report of the Public Health Department, 
Colombo, for 1918. It was there stated that the in- 
discriminate setting of baits for rats was stopped, as it 
was thought that the poisonjng of rats in occupied houses 
and the consequent liberation of their fleas there was a 
probable source of danger to the ae It was 


therefore decided to restrict the setting of poisoned 


baits to empty houses, and at the same time. to 
fumigate and fill up the rat holes. ‘The Editor of 
the Bulletin points out that this caution is needed. Any 
persistent interference with the rat population sufticient to 
make a real impression upon their numbers—for instance, 
by the combination of poisoning, trapping, and fumigation 
of their burrows—will induce emigration to the next avail- 
able food-providing area. A sketch is given of an organized 
campaign for dealing with rats over a considerable area, 
It is pointed out, further, that the bug forms an induce. 
ment to the cockroach to enter habitations. The rat 
finds the cockroach a delectable morsel, and it is there- 
fore desirable to get rid of the material on which the 
cockroach feeds, so that the rat may not find so much 
inducement. to enter the house to feed on the cockroach. 
Other sections of the report deal with sanitary works and 
vital statistics. In this last section it is noted that the 
statistics of the epidemic of influenza in India in 1918 


support the. opinion that Indians are Jess resistant than 


Europeans. Amongst British troops in India the attack 
rate was 218.2 per mille; the mortality rate 8.96, and for 
pneumonia 0.65. In Indian troops the attack rate was 
135.6 with a mortality of 15.21, and for pneumonia 6.48. 


TAR CANCER AND CHROME ULCERATION. 

Tue new order of the Home Office, published in the 
JourRNAL of December 27th, 1919, p. 852, requiring noti- 
fication in cases of epithelioma due to tar and its products, 
and in cases of chrome ulceration, demands a precise 
knowledge of the clinical manifestations of these con- 
ditions. It is well known that workers in tar are liable 
to several forms of cutaneous eruption, such as “acne,” 
warty growths, ulceration, and finally carcinoma. Noti- 
fication, however, is only ordered where malignancy has 
occurred; but it is precisely in deciding for or against 
this condition that difficulty will be experienced. The 
criteria leading to a positive conclusion are briefly these: 
First, healing does not occur even where remedies— 
including rest—suitable for simple conditions have been 
employed; secondly, in epithelioma the edges present a 
characteristic hardness; thirdly, indisputable evidence is 
afforded by microscopic examination of a small portion 
of the edge of the growth. It should be noted that 
lymphatic glandular enlargement is not an invariable 
accompaniment of skin cancer, and further, that even 
where such enlargement ‘exists it is not necessarily 
metastatic, for secondary coccal infection cf the primary 
lesion can occasion inflammatory adenitis. Similar diffi- 
culties do not obtain where ulceration from chrome 
compounds has arisen, as the order clearly states that 
notification should follow the occurrence of definite 
ulceration. 


TYPHUS FEVER IN POLAND. 
Tne prevalence of typhus fever in Poland led to the 
appointment last August, by the League of Red Cross 
Societies, of an Inter-Allied_ Commission, consisting of 
four epidemiologists — American, British, French, and 
Italian—Dr. G. S. Buchanan, of the Ministry of Health, 
being the British representative. The commission visited 
various parts of Poland during that month and presented 
a comprehensive report to the League, in which the 
gravity of the position was indicated.' The urgency of 
effective measures was pointed out and the nature of the 
work and supplies of material immediately needed to 
prepare for what was to be expected in the winter. It 
would seem that the expected has happened, for a dispatch 
to The Times dated Warsaw, January 16th, states that the 
epidemic, which had diminished, again became severe 
in December. The rapid spread that appears to have 
taken place is attributed to refugees and deserters 
from Russia; it is stated that Bolshevik statistics admit 
1,340,000 cases of typhus fever during the six months 


1Rnrt1sH MEDICAL JOURNAL, November 1st, 1919, D, 565, 
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_ September, 1918, to March, 1919, and it is asserted that 


during the .later. months of 1919 the number of cases 
was half as high again. ‘Typhus fever is endemic in 
many parts of Russia; it has frequently extended east- 
ward, and even assuming that the accounts of the 
disorganization produced by Bolshevist methods are ex- 
aggerated, the admissions and boasts of Lenin and his 
followers are enough to prove that all the factors tending 
to produce typhus are present—insufficient food and fuel, 
overcrowding, and civil war. The Times correspondent, 
whose dispatch is evidently a reflection of serious alarm in 
Warsaw, is urgent that help should speedily be given to 
Poland to get the epidemic under control. He says that 
the American Commission on the spot and the British 
detachment of the Society of Friends are doing valuable 
work, but that they are too few. This is easy to believe, 
for the control of a severe and widespread epidemic of 
typhus requires a large organization, with trained personnel, 


. directed on scientific lines .by experts of experience. We 


gather from a statement by Dr. Buchanan that the com- 
mission of which he was a member, believed that the claims 


_ of Poland, which had applied to the League of Red Cross 


Societies. for help, would receive immediate attention, and 

that the League. would undertake to.concentrate Red Cross 

energies on countries devastated or likely to be devastated 

by formidable epidemics. Nothing has since been heard 

of any action by the League to deal with the problem in 

Poland, which clearly. requires immediate attentiou, not 

only. in the interests of that much-tried country, but of its 

neighbours. There are experts in this country who during 

the war gained special experience of the methods by which 

typhus fever can be combated ; but to send a commission 

without trained assistants and adequate equipment would 

be useless, even assuming, as it would no doubt be safe to | 
assume, that the Polish Public Health Department will be- 
anxious to give all facilities. 


ST. THOMAS'S HOSPITAL. 
Tue St. Thomas’s Hospital old students’ dinner was held’ 
on January 14th at the Connaught Rooms, with Sir George 
Makins, G.C.M.G., President of the Royal College of 
Surgeons and, consulting surgeon to the hospital, in the 
chair. There was a very large attendance; among those 
seated beside the chairman were Sir Arthur Stanley, 
treasurer of the hospital; Dr. Addison, M.P., Minister of 
Health ; Sir Robert Hill, Medical Director-General of the 
Navy; Sir John Goodwin, Director-General A.M.S.; Sir 
Cuthbert Wallace, Dean of the medical school; Sir Charles 
Ballance, Sir Seymour Sharkey, Sir Archibald D. Reid, 


~ and Sir Robert Morant. The toast of “St. Thomas's 


Hospital and Medical School” was proposed by the chair- 
man, who gave a sketch of the personalities of the four 
treasurers who have held office during his long connexion 
with the institution. He said that the greatest need 
of the moment was proper accommodation for the out- 
patient department, but the medical school also needed 
more room. The governors were willing to find space for a 
residential club upon the new site on the other side of the 
Lambeth Palace Road. Sir George Makins, in conclusion, 
referred to the splendid war record of St. Thomas’s Hos- 
pital. The roll of honour of past and present students, 
teachers, nurses, clerks, and employees has been compiled 
by Mr. Robert S. Hopkins. This shows that nearly 1,200 
St. Thomas’s men served in uniform during the war; of 
these, 71 gave their lives. The list of honours received is 
long and distinguished; the Victoria Cross was won by 
Dr. G. A. Maling, who was present at the dinner. Sir 
Arthur Stanley, who responded on behalf of the hospital, 


Geclared amidst applause that before the voluntary hos- 


pitals were killed they would have a good run for their 
money. Sir Cuthbert Wallace, who was in his haypiest 
vein when replying for the school, made reference to the. 
professorial system now being introduced in London; it. 
would, he said, do much to break down insularity. Dr. 


Addison, taking up the treasurer's allusion to volun- 
tary system, said that. the Ministry of Health had no dis- 
position to interfere with voluntary hospitals because they 
were voluntary. The State. might. help and receive help 
from the voluntary hospitals without destroying their 
machinery and character. His Department, he said, 
was entitled to look:to the great hospitals, which had been 
leaders in medical affairs for generations, to help jit to 
minister to national needs in no narrow ‘spirit. It neeit 
not follow that national assistance given. to the medical 
schools must interfere with or check their progress. .In 
return for aid given in this spirit the State looked with 
confidence to the medical schools for increased assistance 
in training medical men for specialist services. In con- 
clusion Dr. Addison spoke of the importance of developing 
post-graduate instruction, and as one who had long taught 
anatomy, declared himself a believer in proper pay for 
research and teaching. A most successful evening camo 
to a close with the toast of the Chairman, received with 
enthusiasm on the proposal of Mr. Samuel Osborn, F.R.C.S., 
now Master of the Society of Apothecaries, and once! a 


«THE; BIOLOGY, OF THE LYMPHOCYTE... . 
BrrGEL, who has. previously. published work: on the fat- 
splitting ferments of lymphocytes, has recently remarked 
on-the fact that these cells increase in numbers in tle 
blood of people who are on an almost pure diet of fat, 
owing, as he thinks, to the. necessity for greater fat- 
splitting activity in the blood. In the blood of patients 
suffering from under-feeding a similar lymphocytosis 
occurs, probably because the reserve fat in the body has-to 
be mobilized:*Lymphocytic activity is recognized again 


in relation with the lesions of diseases in which the causal 


organisms are rich in fat. or lipoids, such as tuberculosis, 


leprosy, and syphilis, and the cellular activity is regarded 


as a specific form of reaction towards the lipoid-containing 
organisms. Bergel has recently carried out researches on 
the effects of the introduction of certain oils and lecithins 
into the peritoneal cavity in rabbits and guinea-pigs. ‘Whe 
resulting cellular exudates were withdrawn at varying 
intervals and examined microscopically. Up to ten or 
twelve hours after injection the cells in the exudate were 
mainly polymorph leucocytes. After twenty-four hours 
small lymphocytes appeared in considerable numbers and 
very soon some of these became enlarged and exhibited 
amoeboid and phagocytic activity and took up minute fat 
droplets. After thirty-six to forty-eight hours the poly- 
morphonuclears much diminished in number, while the 
lymphocytes remained numerous. In many of them the 
protoplasm was considerably increased in amount and the — 
nucleus became excentric and developed indentations or 
assumed a horseshoe- shape. These enlarged cells pre- 
sented great similarity to the large mononuclears 
(hyalines) of the normal blood. They showed more 
and more phagocytic power and their protoplasm be- 
came filled with fat globules, so that the nuclei 
were pressed to the side and flattened out. Often 
large fat globules were observed in the exudate sur- 
rounded by rings of the smaller mononuclear forms; 
they attacked the fat by thrusting out protoplasmic 
processes towards it, and absorbing minute fat granules 
into their bodies. After six or seven days the fat had 
mostly disappeared from the peritoneal cavity, and the 
majority of the cells in the exudate were again of the 
type of small lymphocytes. Bergel has convinced him- 
self, by histological examination of the omental tissues of 
experimental animals, that the small }ymphocytes pass out 
through the vessel walls by their own active movements 
and later show amoeboid movement in the peritoneal 
cavity. He concludes that small lymphocytes are attracted 
cliemnotactically by fats and lipoids, and that they exhibit 


1 Berl. klin. Woch.. September 29th, 1919, p. 915« 
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pliagocytit activity towards such substances. The observa- 


tion possesses’ special significance when-it is remembered — 


that’ all the fats absorbed from the intestine are passed 
through the lymphatic glands in the mesentery before 
they reach the thoracic duct and the blood. He’ believes 
also that he has proved the existence of a close relation 
between the small lymphocyte and the large mono- 
nuclear or hyaline cells of the bloed, as cells may be 
formed'from‘the former which are indistinguishable from 
the latter. It may be doubted, however, from his deserip- 
tions and illustrations whéther the large phagocytic forms 
which take up fat in the peritoneal cavity are retlly 
enlarged small lymphocytes, as he maintains, and not 
originally large mononuelears. The latter cells are already 
well known to occur in numbers in inflammatory exudates 
after the first day or so, and exhibit’ 
amoeboid activities. 


MILK FOR: CHILDREN: AND’ MOTHERS. 
Tne Ministry of Health and the Food Controller’ have 
issued. orders modifying the milk orders. of: 1918. with 
reference to the supply of milk for expectant;and 
nursing mothers, and for children-under five years of age. 
The new order relates to milk only, and not to food, 
The power of the central authority to require local 
authorities to make arrangements for’ the supply. of milk 
has been omitted, but local authorities are empowered to 
supply milk free or at less than cost price not merely in 
necessitous cases but also where such a supply is necessary 
because of the retail priee of milk in any area.. The 
quantity of milk to be supplied is: prescribed by the new 
order to be one pint and a half daily for children under 
18 months, one pint for children. between that age and 
5 years, and for nursing and expectant: mothers “the 


quantity prescribed by the person certifying.” The effect . 


of the order is to empower local authorities to supply milk 
to expectant and nursing mothers and young children 
without previously obtaining the consent: of the Ministry 
of Health (as is required by the Maternity and Child 
Welfare Act, 1918, in respect of distribution carried out 
under that Act) free or under cost price where some person 
authorized by the local authority certifies this: to be 
necessary by reason of the retail price of milk iw its: dis- 
trict. It will be understood that the maternity and ‘child 
welfare grant distributed by the Ministry of Health is 
limited to the cost of any food, including milk, distributed 
to necessitous cases who are certified by the medical officer 
oi the centre or by the medical officer of health to be in 
need of the food or milk. The expression “ milk.” in the 
order is to include any preparation of mille which may be 
preseribed by the medical officer of health or by the 
medical officer of a maternity or child welfare centre 
working in co-operation with’ the local: authority. It will 
include, therefore, tinned and dried milk; the use of one 
ov the other may often i ere though never, we 
believe, desirable. 


THE PRICE OF QUININE. 
A Wurtz Parer—Profiteering Act, 1919 (Cmd. 499)—pre- 
sented to both Houses of Parliament tells a curious story. 
1t purports to give the findings of the Board of Trade on 
consideration of a report by a committee appointed to 
investigate the position of prices and supply of quinine 
sulphate. The document begins by stating that 90 per 
cent. of the world’s supply of cinchona bark of the quality 
requisite for the production of quinine is obtained from 
p'antations in Java, where the Dutch owners number some 
32)-and the British 6. The former furnish ten-elevenths 
of the total Java production. At present only 10 per cent. 
of the bark requisite for the production is supplied by the 
Government plantations in British India ; it is not sufficient 
to supply the needs of India itself. The Indian Government 
is taking steps to extend its cinchona plantations, but it will 


be five to seven years before bark from that. source will be 


available. At the beginning of the present century there 


was a period of alleged over-production, and quinine su 
phate was sold on the British market at 7d. an ounce; 


_ shortly before the war the price was 1s. an ounce. These 


prices, it would appear, were not remunerative. In order: 


to secure the industry and standardize prices, combinationy . 


first of manufacturers and then of planters were formed. 


, and both finally entrusted their interests to an organization: 


known as the Kina. Bureau at Amsterdam. It consisted of 
three representatives of the planters, three of the quinine 
manufacturers, and an outside chairman. At one time 
German interests were paramount, but during the war 
control passed into the hands of the Dutch, and consent to 
the appointment. of a. British representative has not been 
obtained. In December, 1916, an arrangement was made 
by Messrs. Howards and Sons, then Virtually the only 
British’ manufacturers, to: place the whole of their output 
at the disposal of the: War Office. A few months later 
the War Office took: possession ‘of ‘all stocks of quinine 
sulphate in this country, ‘aid eventually requisitioned 
two million‘ ounces. In June, 1918, Messrs. Howards, 
with the assistance of the Waa Office, made an agree- 
ment with ‘the six British-owned plantations in Jo va 
under which they obtained’ practically the whole of theis 
output for a period of ten years. The agreement provided 
that prices received by the British planters in Jaya from 
Messrs. Howards‘should not: be less than the price they 
would have received ‘had: they renewed an agreemend 
with: the Dutch. It follows that if the Kina Bureau 
alters the price’ of quinine sulphate the price of the barle 
to the British planters willbe automatically affected. ly 
September, 1918, an agreenient, made on the advice of au 
inter-allied’ committee with the Duteh manufacturers; 
secured a sufficiency of cinchona bark and quinine for the 
allied nations. The price in Java was 1s. 8d. an ounce; 
and the total-cost in -this country 1s. 10d. In anticipation 
of the end of this agreement, a British Quinine Corpora- 
tion, consisting of fourteen leading firms, was formed for 
the co-operative purchase of quinine from the Dutch 
combine. The Corporation made a contract with the Dutch 
and Java manufacturers providing that no member of the 
British Corporation should sell quinine sulphate, bisulphate 
or hydrochloride at a price less than that fixed by 
the Kina Bureau. While the War Office had control the 
price of quinine in this country was 2s. 11d. an ounce fov 
large quantities, rising gradually for smaller quantities 
until it reached 3s. 9d. for a single ounce. On August 26t! 
the War Office Contracts Department sold 840,000 ounces 
of quinine to the British Quinine Corporation ‘at 2s. 11d. an 
ounce. The managing director of the corporation had 
expressed ‘the opinion that as soon as control was: removed 
the price would drop to about 2s 3d. for sulphate; but as 
a matter of fact it was raised as from September 2nd last 
to 3s. 5d. an ounce for large quantities, an immediate 
increase equivalent to at least 6d. The Kina Bureau bal 
already requested the British Government to accept imme- 
diate payment for the whole of the quinine; the amount 
to be paid: amounted to £125,000, although it was impos- 
sible that speedy delivery could take place. The effect of 
the increase in price to 3s. 5d. an ounce from 2s. 11d. au 
ounce—the price at which the purchase from the War 
Office Contracts Department had been effected—was to 
increase the value of the quinine purchased by the cor- 
poration by £21,000. The Board of Trade expresses no 
opinion on the matter, and we em follow its example. 


THE management of the Harrogate Baths has appointed 
an analytical chemist to keep the numerous mineral 
waters under constant scientific supervision. A patho- 
logist and bacteriologist has also been appointed to the 
staff. 


COLONEL A. A. C.B., C.M.G., Director- 
General of the Medical Department of the Ministry of 
Pensions, and Surgeon Vice-Admiral Sir W. H. Norman, 
K.C.B., late Medical Director-General, R.N., have been 
appointed Knights of Grace in the Order of St. John of 
Jerusaleni, 
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CAMBRIDGE : DEVELOPMENT OF THE UNIVERSITY. Pah 


EIGHTY-EIGHTH ANNUAL. MEETING 


OF THE 


British Medical Association, 


CAMBRIDGE, 1920. 


Tar eighty-eighth Annual Meeting of the British Medical 
Association will be held at Cambridge next summer, 
under the presideucy of Sir Clifford Allbutt, K.C.B., F.R.S., 
Regius Professor of Physic in the University. The Annual 
Representative Meeting will begin on Friday, June 25th, 
and the statutory Annual General Meeting will take 
The sectional meetings 


ce on Tuesday, June 29th. 
for scientific and 
elinieal work will 
be held on June 


July 2nd. Saturday, 
July 3rd, the last 
day of the Meeting, 
wil be given up to 
excursions to places 
of interest. 

We print below 
tle second of a 
series of historical 
and descriptive 
notes on Cambridge, 
which it is hoped 
will prove of in- 
terest to members 
of the Association. 
The first article, 
sketching the origin 
of the University 
and town and de- 
scribing the situa- 
tion and climate of 
Cambridge, appeared 
our issue of 
January 3rd, 1920, 
p. 17. Subsequent 
articles will deal, 
inter alia, with the 
history of the medi- 
cal school and of 
scientific progress at 
Cambridge (includ- 
ing an account of 
the medical school 
of to-day), and with 
the antiquities and 
architectural 
beauties of Cam- 
bridge and district. 


DEVELOPMENT 
OF THE UNI- 
VERSITY. 
The primary object 
of the University 
was to train men 
as priests and school- 
masters. Accord- 
ingly we find that 
the chief subjects of study were grammar, logic, theology, 
and music. The term “grammar” (corrupted sometimes 
to glamour,.gramarye, or glomery) included the art of 
speaking and writing correctly, of literary composition, 
of poetry, and of rhetoric, both in English and in Latin. 
Civil law, especially Roman, appears in the curriculum, 
but medicine was not officially taught until recent times. 
Music was an important subject in the training of priests 
and choristers..;*It is remarkable that architecture, sculp- 
ture; and painting, including the illumination of manu- 

ipts, were not taught, though they were hardly less im- 
portant to the priesthood than music. These arts were 
the: ial function of guilds of handicraft, whose work is 
much in evidence in the University buildings, and was 


Scott and Wilkinson] 


KING 8 COLLEGE CHAPEL, 


mach more:so before the iconoclasts: of the Reformation: 
wantonly destroyed the works of art in the churches and. 
college chapels. 

In the earliest times the students'and scholars lodged ‘in. 
private houses; but already in the: thirteentla century 
hostels came into existence. In these: the men could live 
with considerable luxury, doubtless in proportion to the 
quality and the fees of the particular hostel’ “ Hach: 
hostel was presided over by a Principal elected’ by the 
students from their own number.” ! 

As mentioned in our previous article, the first college: 
was founded in 1281, with the name Peter House, for four-: 
teen scholars and a master. The.college was intended for 
the housing of deserving men whose means were: in- 
sufficient to pay the expenses of a hostel, and only the 


bare n of life were provided, without any luxury 
whatever. The 
“scholar” woulc& 


now be interprete? 
as fellow, or a maw 
who had passed: his 
first degree and 
was continuing bis 
studies for the 
priesthood ‘or other 
profession. 
The second col- 
lege, Michael House; 
was ‘founded in 
1323, but merged in 
Trinity College more 
| tham two centuries 
‘later, «The next 
few colleges wers 
named ‘ Halls” in- 
stead of “Houses.” 
The name “ Col-, 
lege”? became 
general at a later 
period, but Trinity 
Hall has retained 
its first name to 
distinguish it from 
Trinity College’ of 
later foundation. 
From the fourteenth: 
to the sixteenth cen- 
tury many colleges 
were founded, until 
at the end of the 
sixteenth their num- 
ber amounted to 
sixteen. Them after 
a long interval the 
last college, Down- 
ing, was founded 
in 1800. 

Late in the nine- 
teenth century the 
hostel system was 
reintroduced _witlr 
modern modifica- 
tions. In 1876 a large 
hostel with the name 
Cavendish College 
was built outside 
the town at the south 
end, but was too far 
from the centre of 
university life to be successful. A private hostel was 
opened by the Rev. W. Ayerst in 1884, closed in 1896, and 


[Photo, Cambridg 


afterwards reopened as a hostel for Roman Catholies.. 
| Selwyn College, a large: public hostel, was founded in the 


suburb of Newnham in 1882, and is now a flourishing 
institution. 

The early couleges had no’ fireplaces, and only a mim- 
mun of glass, for the windows were mostly shuttered 
openings, and other provisions for comfort were similarly: 
deficient. But as time went on, pious benefactors provided’ 
their’ colleges with the means of greater comfort, so that 


1 Atkinson and Clark. ci 
2Latin collegium, society of colleagues or companions: from Latin 
collega, a colleague. Skeat’s Dictionary. 
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wealthier students were willing to live in them and to 
contribute to their maintenance. Inventories show that 
such well-to-do students substituted glazed window-frames 
for shutters, made structural alterations in their rooms, 
and had them painted.and adorned with hangings. In the 
sixteenth century; during the ‘changes: accompanying the 
Reformation, undergraduates were received into the 
colleges and the hostel system was superseded, several 
hostels being merged in the colleges. Meanwhile pro- 
vision was being made for 

candidates for other profes- 
sions than those of the 
priesthood and pedagogy. In 
1350 Trinity Hall was founded 
for scholars of Canon and 
Civil Law; and when Dr. 
John Caius refounded Gon- 
ville Hall as Gonville and 
Caius College, he founded 
three new fellowships, two 
of which were to be held by 
medical men. it aa 
The Regius Professorships 
of Civil Law and of Physic 
were founded in 1540. 
Among the ~ professorships 
of later foundation which 
relate ‘to medicine it must 
suffice here to:mention the 
following: Chemistry 1702, 
Anatomy 1707, Botany 1724. 
But the functions of the 
professors, so far as medicine 
Was ‘concerned, were almost 
entirely confined to examin- 
ing. ‘The medical school, as an institution for study and 
research, was of much laier origin, and its history will 
be described in a future article. ‘ . 
For further information on the developmené or the 
University, readers are recommended to the following 
works, to which the presént writer is much indebted: 
Atkinson and Clark, Cambridge Described and Illustrated, 
published by Bowes and Bowes, Cambridge; A. F. Leach, 
The Schools of Medicval England, published by Methuen 
and Co. 


England and Wales. 


InstITUTIONS FoR Mentat DEFICIENTS. 

WE referred a few weeks ago (December 27th, 1919, p. 853) 
to that part of the fifth annual report of the Board of 
Control for 1918 which dealt with the insane. The second 
part of the report deals with mental deficiency, and con- 
tains suggestions for tlle amendment of the law in order to 
simplify the methods by which defectives already in work- 
houses may be detained under the Act, and to provide for 
“supervision” being included in the methods that may be 
suggested by the Education Authority in the case of 
defectives leaving a special school. 

It is pointed out that one of the most potent influences 
that has delayed full application of the provisions of the 
Act has been financial restriction. The annual Exchequer 
grant towards the expenses incuzred by local authorities is 
limited to £150,000, and, owing to the war, this grant has 
up to the present been available only for “ urgent.” cases; 
these limitations have now been withdrawn, and the 
Government has gone farther by agreeing to propose the 
abolition of the limit of £150,000 fixed by the Act. On the 
strength of this the Board issued a strongly worded 
circular to local authorities early in 1919 pointing out the 
grave importance from the point of view of national 
economy and welfare of dealing speedily with the mass of 
mental defect which hindered and hampered the progress 
of the community. Local authorities were urged to recog- 
nize the importance of carrying out their duties of ascer- 
tainment and registration and to appoint suitably qualitied 
officers to deal systematically and continuously with the 
investigation. 

It appears that fifty-six institutions had been certificd 
before the end of 1918; of these, eleven, with 840 beds, 
had been established by local authorities, and forty-five, 
with 5.953 beds, by various philanthropic associations 
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gufferer from and 


or religious societies. The Board recognizes that the 
accommodation so available is varied and useful, but 
finds that, when regarded as provision to meet the Mental 
Deficiency Act, falls far short of requirement. © It jg 
generally insufficient to meet demands, and is par. 
ticularly inadequate for dealing properly with low grade 
cases, where the need is urgent and cannot be left to 
chance. The Board is iu favour of the establishment of 
a few large institutions containing facilities for dealing 
with all classes of’ defect, 
‘rather than many.small 


character; it intends to issue 
suggestions, in -the, form’ gf 
plans, to show the general 
lines upon which the, build. 
ings should be provided en 
economical lines. It will be 
useful to. have these plans, 
and we can warmly endorse 


costly provision at a time 
-when there is urgent 
for national economy would 
‘be contrary to the public 
interest: 
“Among the new certificates 
issued it is . interesting -to 
note one granted to a small 
part of. the London . Lock 
Hospital. The report con- 
_ tains the following comment: 
Imperfect supervision over 
weak-minded women has some 
effect upon the persistence’ of 
venereal disease, and the power of control is essential to 
effective treatment. ‘I'he mentally defective woman, _ ill 
qualified to protect herself from sexua! risks, is a frequent 
conveyer of venereal disease. Such''a 
woman can hardly be expected to appreciate the necessity 
for treatment or submit herself voluntarily to it;. action, 
therefore, is called for on the ground of common: humanity, 
and in the public interest, when a woman suffering from this 
disease is liable to be dealt with under the Act. — eS 
In institutions for mental defectives, as in those for. the 
insane, the restrictions placed on food supplies during 
the war resulted in a high sickness rate and a _propor- 
tionately high mortality rate. Tuberculosis was the most 
common of all diseases, patients appearing to be more 
liable to attack and less able to resist than under ordinar 
conditions. ‘The report on this section of the board’s work 
is, as in the past, valuable and instructive. 


MancuesTerR INFIRMARY. 

The second course of post-graduate demonstrations on 
diseases of the ear willbe held at the Manchester Royal 
Iufirmary (out-patients’ department, Nelson Street en- 
trance) on Fridays at 4.30 p.m., commencing January 30th. 
‘'he courses were founded by Sir James E. Jones of 
Rochdale, who has done much for the education of the 
deaf. ‘Tree courses are arranged in each year—in the 
Michaelmas, Lent, and Summer terms; each consists of 
ten practical demonstrations, and the number attending is 
limited to twelve at a time; so that each may have 
an opportunity of examining the patient himself. One 
lecture in each course will be descriptive of the aural 
method in teaching deaf children to speak, and will indicate 
the importance of. commencing this education at an early 
age. The first course was delivered by Sir William 
Milligan last year, and the next course will be conducted 
by Mr. Lindley Sewell, assistant surgical officer, Aural 
Department, Manchester Royal Infirmary. Further in- 
formation can be obtained on application to the general 
superintendent and secretary of the infirmary. | 


West Lonpon Post-GRrapvuatE COLLEGE: 
The West London Post-Graduate College has arranged 
a special set of lectures during the present session. 
Among those who have consented to take part are Sir 
Clifford Allbutt, Sir George Savage, Sir Arbuthnot Lane, 


Sir A. Pearce Gould, Professor W. M. Bayliss, F.R.S., De. ’ 


Robert Hutchison, Mr. Hey Groves, and Dr. Risien Russell. 
Future lectures will be given at 5 p.m., at the Post- 
Graduate College, West London Hospital, Hammersmith, 
W.6. ‘Lhe lectures are open, without fee, to medical prac- 
titioners. Further particulars as to dates can be obtained 
on application to the Dean. 
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Scotland. 


~DiamonD JUBILEE oF A Scottish PRACTITIONER. 

A Few weeks ago the diamond jubilee of Dr. George Banks 
of Wick, who became L.R.C.S.Edin. in 1858 and L.R.C.P. 
in 1860, was celebrated by a dinner given to him in Wick 
by the Caithness. Medical Sgaciety. 
The chair was occupied. by Dr. 
Thomas Wright of Wick, and the 
toast to the guest was proposed by 
Dr. MacLennan of Thurso, who 
described the warm regard in which 
Dr. Banks was held by his col- 
leagues and spoke of the great 
services he had rendered to Wick 
as medical officer of the burgh and 
port and during his many years’ 
practice in the town. Dr. Banks 
was at one time surgeon-colonel of 
the Caithness’ Volunteer Artillery 
and holds ‘the Volunteer Decoration. 
Dr. Banks, in his reply, told of his 
going to Wick as an assistant to the 
late Dr.’ Sinclair, whose practice 
extended over a wide area, from Canisbay almost to Lybster, 
aud recalled how when a dispensary was opened at Canisbay 
the event was celebrated by a hare hunt, in which the 
Karl of Caithness took part. In acknowledging the toast. 
of his health, given by Dr. Banks, Dr. Wright paid a high 
tribute to their guest as a physician, a consultant, and a 
friend. 


GeneERAL Nursina Councit ror ScoTLanp. 

- The Scottish Board of Health is taking steps towards 
the constitution of the General Nursing Council for Scot- 
land established by the Nursing Registration (Scotland) 
Act, 1919. On the first constitution of the Council thirteen 
of the fifteen persons composing the Council are to be 
appoint: d by the Scottish Board of Health. Four are to 
be appointed after consultation with persons and bodies 
having special knowledge and experience ‘of trainin 

schools for nurses, of the work of matrons of hospitals, of 
general and special nursing services and of general and 
special ne lical practice, and nine of the persons to be 
appointed by the Board of Health must be, or must have 
been at some time, nurses actually engaged in rendering 
services in direct connexion with the nursing of the sick. 
The Board is anxious that the new Council should be of a 
thoroughly representative character and would welcome 
suggestions for membership of the Council, but all recom- 
mendations should be accompanied by a statement of the 


special qualifications and experience of the persons |; 


suggested for membership. 


Tue EpinsurcH MeEpIcat JouRNAL. 

The Edinburgh Medical Journal appears this month 
(January) with the name of Oliver and Boyd as publishers 
on its wrapper (now pale brown instead of green). his 
is not the first time that firm’s name has appeared on its 
title page; for thirty-six years the monthly parts of this 
old but ever youthful periodical issued from Tweeddale 
Court, 14, High Street; with Oliver and Boyd’s imprint 
upon it, under the successive editorship of Henry Duncan 
Littlejohn, Daniel Rutherford Haldane, George Wiliiam 
Balfour, and Joseph Bell. In 1897 Young J. Pentland 
began to publish it, and later it was printed for the pro- 
prietors by W. Green and Sons, Ltd. Now, without 
changing its able editors (Alexander Miles and J. S. 
Fowler), the journal has returned to its old home in 
Tweeddale Court. 

In the prospectus which accompanies the January part 
it is said that the Edinburgh Medical Journal enters 
upon the one hundred and s xteenth year of its existence. 


This is not quite correct it one has regard to its present | 


name; for it was the Edinburgh Medical and Surgical 
Journal which was founded by Constable in 1805, and 
appeared (at first quarterly) for .fifty years when it 
anited in 1855 with the Monthly Journal of Medical 
Science, and for the first time took the title. of the 
Edinburgh Medical Journal. 


another union took place—namely, that in 1907, with the 


Some fifty. years later. 


Scottish Medical and Surgical Journal (founded in 1897) ; 
on this occasion the’ Edinburgh Medical Journal retained 
its name unaltered. The January part is interesting, con- 
taining, as it does, Professor Meakins’s inaugural address 
ou * The Influence of Edinburgh on McGill University and 
American Medicine,” Dr. W. B.:Drummond’s article on 
“A Binet Scale for the Blind,” and Captain Leggate’s 
“Observations on Beri beri among: the Chinese in France.” 
There are also “ Clinical Records ” of individual cases, and 
two valuable “Critical Reviews” on surgical tuberculosis 
and # rays and radium in gynaecology. The annual 
subscription is 30s. 


Correspondence. 


PUBLIC HEALTH VERSUS THE STATE. 
Sir,—It is a curious thing that just at the time when 


_ there is something of: a revolt against the interference of 


the State in the'sphere of curative medicine; extension of 
State activities is all the craze in the sphere of preventive 
medicine.. It is especially astonishing in view of the fact 
that many still cling tothe idea that prevention and cure 
go together. Schemes for treating the sick should not be 
looked: apon as: measures for the prevention of disease. 
When it is: realized: that: the two ave distinct, then the 
futility, from the point of view of preventing disease, of 
much that is :now.being done .for combating tuberculosis 
will. become apparent. Tuberculosis is one.of the com- 


monest of preventable’ diseases, and its connexion with. 


social ills ‘is: comparatively clear. Therefore it is a good 
type to study as an example, and Dr. Bertram G. M. 
Baskett has done good work in presenting your readers 
with his striking and able article on “Public Health 
—— the State” (British MepicaL JourNaL, January 

th). 


His views involve several important implications which — 


should cause re oe to think hard. Even if they do not 
carry conviction to. all, they should arrest attention and 
lead to a careful survey of the present situation as to 
preventive medicine and its association with State inter- 
ference. Personally, I believe his conclusions are correct. 
At a time like the present, when, through the indirect 
effects of the war, the municipal and State funds are 
heavily encumbered, when problems of the burden and 
true incidence of taxation are of vital importance to the 
welfare of the people, it is particularly opportune to discuss 
the effects of these things upon the prevalence of disease. 
This is especially so, as it appears to me, because we may 
well be at a parting of the ways. On the one hand, there 
are those who want to see more regimentation from above, 
more bureaucracy, more paying out from Government 
funds, and more public borrowing in some shape or form— 
for example, nationalization of the railways by buying out 
present owners at a high figure. On the other. hand, there 
are those who aspire in the near future to a diminution of 
State interference and an ampler personal freedom, to a 
gradual cessation of all forms of public borrowing, and to 
the discovery of a sinless tax which cannot be passed on 
to the poorer workers and cannot burden production. As 
doctors it beloves ‘us to study these questions. The more 
we do so I feel sure the clearer it will become that Dr. 
Baskett is right when he contends that “ when a Govern- 
ment sets itself by direct means, involving expense, to 
improve the conditions of the poor the usual result is te 
encourage tuberculosis.”—I am, etc., 


Mundesley, Jan. 14th. S. Vere Pearson. 


“NEW LAMPS FOR OLD” IN OBSTETRICS. — 

Srr,—My letter on your leading article was concerned 
with attempting to widen the prospect opened by the 
couception of the new my in obstetrics rather than with 
Mr. Bonney’s paper, and I regret with him and Dr. Blair 
the way the whole hunt has followed the red herring of 
the use or abuse of forceps, especially as it is over the 
old ground in the old way. Perhaps I was too emphatic 
on that matter, or perhaps your correspondents felt the cap 
fitted or their consciences pricked. In opposition to Mr. 


Bonney, however, I maintain -that. the. question as ta. 


whether there should be more or less interference in mid- 
wifery cannot be divorced from the other circumstatices of 
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the surgical methods which should surround midwifery 
practice, because it is an inseparable part of them. The 
true surgical attitude of mind seeks to.eliminate all un- 
essential manceuvres by which sepsis may be introduced, 
as well as to secure-asepsis in carrying out those which 


uve essential. The less often the infallibility of our efforts’ 


is put to the test the better. To minimize handling and 
to keep the fingers so far as possible out.of the wound is, 
even in these days of rubber gloves, an integral part of 
surgical technique, and, applied to midwifery, involves the 
reduction to the absolutely necessary of all internal 
manipulations, whether vaginal examinations or operative 
procedures, especially in view of the impossibility of 
sterilizing the vulva. 

Even if “safeguarded by all those circumstances of 
environment, assistance, and asepsis which are accepted 
sine qua non in every department of recognized surgery,” 
a diminution in the frequency of internal manipulations 
when spread over the annual birth rate of the kngdom— 
about a million—must bring with it a.cerresponding and 
appreciable drop in childbed monbidity. 

The red herring that Mr. Bonney complains of was my 
reference to a letter in a previous correspondence (Sep- 
tember 27th, 1919) which 1 quoted as an example of what 
I hoped the new Jamp would dispel. That letter had 
advocated assistance by forceps er other means, and the 
removal of the placenta by hand if expression ‘fails, to 
save “absurd waste of time, as there is when a practitioner 
waits on Nature.’ The manual removal of the placenta 
fromthe uterus, even when all the resources of a hospital 
are available, is known to give a high morbidity rate, and 
the mere suggestion that it should be done without grave 
veason would explain and excuse my emphasis of the need 
for limiting interference in labour. 

Another red herring which, howcver, had little following, 
was.an attempt to indicate the appreach through physio- 
logy. In the one detail which has absorbed this discussion 
such line of approach would begin before any question 


of instrumental assistance arises—that is, with the causes 


of uterine inefficiency in labour and how they may be 
averted. Other disorders of function—as, for instance, 
the frequent failure of lactation—would be similarly 
approached. Dr. Thomson Shirlaw touched on this aspect, 
and his ironical advice to “swot up Caesarean section” 
well expressed the want of courage of those who have no 
opinion of Nature’s effort in pressing that opinion to its 
logical conclusion. 

We must all have our own ideas as to how the new spirit 
in medicine and its application to obstetrics should be 
interpreted, and an expression of such ideas on broad lines 
cannot but be helpful and stimulating to others, and 
I regret the narrow line this discussion has taken.— 
I am, etc., 

London, W., Jan. 18th. Joun S. Farrpairn. 


Sir,—Let us inter the red herring and deal only with 
Mr. Bonney’s contention. If he means that the elaborate 
ritual practised in most hospitals before and during sur- 
gical operations should be adopted in every case of mid- 
wifery, then I can only say that in view of the housing 
conditions of the people ip this country his proposal is as 
Utopian as it is unnecessary. Parturition differs from a 


surgical operation from the fact that in the former Nature | 


provides her own antiseptic in the vaginal secretion, and 
woe betide the practitioner who washes it away or other- 


wise destroys it. Students should be taught that there . 


is no danger of sepsis provided they keep their hands, 


arms, and instruments free from infection. Some men will , 


touch with their bare fingers every infectious or contagious 
case they come across, and often neglect to wash, or at any 
rate to wash properly. Of course they get septic cases if 
they practise midwifery. Students should also be taught 
plain common sense in obstetrics, and should not be allowed 
to practise midwifery outside hospital until they are pro- 
ficient in turning and in using the forceps. But I forget— 
there is the old red herring bobbing up again.—I am, etc., 
North Shields, Jan. 17tb. F. C. Mears. 


PREVENTION OF VENEREAL DISEASE. 
Sin,—My attention has been called toa letter in your 


issue of December 27th, 1919, signed by Mr. E. B. Turner . 


and Dr. Otto May, in which it is stated: 
Very ‘few statistics are as yet available, but we defy the 


8 forthe Prevention of Venereal Disease to bring forward’ : 


ablution reoms” were established in which 


a single set of figures showing, to the satisfaction of an actuary 
that methods based on their system have ever resulted in any 
striking diminution of disease. Should the recent debate on 
this subject lead, as is hoped, to a publication of the actual 
figures for the Portsmouth area (in which, according to Lord 
Sandhurst, the incidence of venereal disease is two and a half — 
times greater than for the whole United Kingdom), the : 
fession will be able to judge how little foundation exists.for the © 
misplaced optimism of Sir Archdall Reid, whose “ experiences ” 
in that town constitute one of the chief assets of the Society for 
the Prevention of Venereal Disease. 


Well, let us get at the facts. For some years past 
soldiers suffering from venereal disease have been subjected '* 
to no penalties. It had been found that punishments leg “ 
to concealment. When a case occurs the medical officer of ° 
the unit must, under stringent orders, immediately send it “ 
to the venereal diseases hospital of his area. There the “ 


man’s unit is recorded and he is questioned (and his ‘ 


answers recorded) as to the source of infection (profes: © 
sional or “ amateur”), as to date and place of infection, and ° 
as to whether he disinfected after exposure, and, if so, how 
long after. It will be seen that the M.O.’s returns may be — 
exactly checked from independent official sources. Before ° 
the war the lst Yorkshires were ordered from a hill station © 
where there was no disease to Delhi, a hotbed of infection: » 
The C.O. in alarm consulted his medical .officer, who | 
instructed his men to disinfect immediately after exposure ° 
with a solution of potassium permanganate. In four years * 
that battalion had six cases of venereal disease instead 
of hundreds —1.5 per 1,000 per annum. At Mhow ° 
venereal disease was reduced by similar means to 
“negligible proportions.” At Portsmouth the M.O. in . 
charge of Clarence Barracks, with an average of about 
2,000 troops in charge, had, in twenty-eight months, seven 
cases originating among his men—a rate of 1.5. The 
method of carefully teaching men to swab immediately 
after exposure spread throughout the “ Portsmouth area” 
(the greater part of Hampshire and Dorsetshire) with 
approximately similar results. At the local venereal 
diseases hospital it was found that while many men, 
fearing blame, declared at first that they had disinfected. 
themselves immediately, every one on closer questioning 
admitted he had not done so. At the Naval Gunnery © 
School at Whale Island Surgeon Commander Boydon sup- 
plied 496 men who applied, with bottles of permanganate 
lotion, and instructions to swab immediately after expo- 
sure. Onlyone man was infected, and he delayed disin- 
fection for six hours. The Royal Marine Artillery (nearly 
4,000 men), to whom quick disinfection was carefully 
taught, had only five cases in nine months—approximately ‘ 
1.5 per 1,000 per annum, which appears to be about the 
normal for well instructed troops. Many more instances — 
may be quoted, but I give only those which may be easily 
verified from independent official sources. 

I do not know what Mr. Turner's and Dr. May’s actuary 
would make of the above figures, but, unless he possessed 
the peculiar talents of the gentleman who supplied the 
Interdepartmental Committee and Lord Sandhurst with 
their statistics, I do not think he would make much. 
There is hardly scope for him, since the facts are so 
simple, and I think he is only mentioned by way of hinting 
doubts which Mr. Turner and Dr. May would like to diffuse. 
but cannot substantiate, though the materials for investiga- 
tion are at hand. Will these two gentlemen please explain’ 
how my “experiences”’ can “constitute one of the chief 
assets of the Society for the Prevention of Venereal 
Disease”? I have just given not only my records but also 
those of many medical officers, whose very names are in 
most cases unknown to me, though I am acquainted with 
their returns. 

In 1916 the army was “rotten” (I use an expression 
which was often heard) with venereal disease. The 


hospitals were overflowing and camps were formed, man — 


power was seriously affected, the Colonial Governments 
(I am told) were threatening to withdraw their forces, in 

every Dominion the chief cry of those who opposed help’ 
to the Mother that clean lads should not be 
sent to that cesspool—England. The English public heard — 
little of all this, for allusion to it was suppressed for fear . 


| of the effect on recruiting; but the soldiers received © 


innumerable lectures exhorting them to chastity and 
exposing the horrors of disease. Finally, “venereal 
nganate 


selution in pails and calomel cream in pots were stored, 
and to which men who had ‘incurred danger were supposed - 
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to resort for self-disinfection. It is understood that some 
sort of a bargain was made with “ influential” people who 
“any system of prophylaxis which might be said 
¢o afford opportunities for unrestrained vice.” Immense 
a resulted, but in 1917 the authorities, convinced of the 
superiority of quick disinfection, arranged to introduce it. 
Delay occurred, and inquiry revealed that the officer 
who had: been placed in charge of the scheme was 
waiting for the delivery of millions of bottles and 
tubes which had been ordered. Vehement protests 
were immediately made; the bottles and tubes unneces- 
sarily introduced the objectionable “packet” system; the 
disinfectants already in the hands of the medical officers 
were sufficient, as had often been proved, and nothing but 
stringent orders to the officers to give careful instruction 
was required. The protests were unheeded. After pro- 
longed delay the bottles and tubes were sent to the troops 
with instructions that the men were to be taught, not to 
carry them, but to use their contents after return to 
ters. Conceive the imbecility of transferring, at vast 
expense, chemicals from one set of receptacles to another 
only to use them in the old inefficient way. More protests 
were made; the authorities were implored to insist on the 
one essential thing—the careful instruction of the men. 
Again the protests fell on deat ears. ‘To-day, if demobilized 
officers and men be questi ned, it will be found that, in 
99 cases out of 100, they know nothing, or next to nothing, 
about disinfection. Those who were trying tostay the plague 
were reluctantly forced to the conclusion that whoever was 
in charge of the arrangements was incompetent, or that 
he did not desire the success of disinfection. 

In 1919 the Interdepartmental Committee assembled. 
It considered evidence from an army which had been in- 
structed, as far as it had been instructed at all, not to use 
“packets” as packets. Very sapiently on that evidence it 
decided that packets, used as packets, were useless. If 
the figures for 1914-15 had been contrasted with those of 
1916 and those of subsequent years the difference between 
the effects of no disinfection as compared with those of 


some (even if inefficient) disinfection could have been. 


ascertained. Accordingly the statistics for 1914-15. were 
withheld. In the future much will be heard concerning 


the evidence produced before this Committee. For the | 


resent it will be sufficient to consider Lord Sandhurst’s 
figttres which are quoted by Mr. Turner and Dr. May and 
which were supplied by the same hand and are of the 
same character and quality as those supplied to the Inter- 

yartmental Committee. 
ord Willoughby de Broke, desiring to ascertain the 
effects of quick disinfection, asked for information con- 
cerning the “ Portsmouth area,” where it had been widely 
ractised. Of course, he referred only to troops resident 
the area and in charge of the Assistant Director of 
Medical Services at Portsmouth. His question was plain 
enough, and was thoroughly understood, if not by Lord 
Sandhurst, yet by the person who supplied his figures. In 
1919 there came into the area from elsewhere in the 
United Kingdom drafts who, relatively few in number 
brought about twice as much disease as that contracted by 
the resident soldiers—that is, disease which developed in a 
few daysafter, and was admittedly contracted before, arrival. 
Into it, also, came tremendously infected units from abroad. 
In it were also large numbers of colonial, American, and 
R.A.F. troops with which the A.D.M.S. had nothing todo and 
who were suffering severely. Lord Sandhurst ingeniously 
combining all this infection, announced that the disease in 
the Portsmouth area was two and a half times greater 
than that for the rest of the kingdom. The average army 
rate is about 40 per 1,000 per annum. Therefore the rate 
for the Portsmouth area should have been about 100. But 
consider the weakness and incompetency of the army 
administration which permitted—without protest and 
without attempt at remedy—this shocking state of affairs. 
Suppose the disease had been typhoid. Lord Sandhurst 
has been taxed with the manipulation of the figures I have 
indicated, and has not denied the soft impeachment. But 
Mr. Turner and Dr. May quote him, and talk of an actuary. 
After all, I think the actuary is really necessary. 

But consider the case if Lord Sandhurst’s figures were 
true. They would then be even more deadly. Portsmouth 
is the only large town in the area. The venereal. rate, 
therefore, should be about 150 per 1,000 per annum. Yet 


B little careful instruction given to some six or seyen | 


thousand men has reduced this huge figure to next to 
nothing among them. 

I hope I have given Mr. Turner and Dr. May sufficiently 
precise information. I wonder, if they cannot indicate any 
substantial inaccuracy, whether they will consider the 
question of joining the §8.P.V.D. I speak only for myself, 
but I should think they would be as welcome as lost sheep. 
—I am, etce., 

Southsea, Jan, 19th. G. Arcupat Rem. 

Sir,—In his letter on this subject in your issue of 
January 3rd, Dr. Herbert Butcher makes one or two 
interesting observations. Discussing prophylaxis he says: 
“I fail to see that as medical men we have ahy concern 
with the moral aspect of the matter. That had much 
better be left to others.”” I am tempted (and fall) to place 
that statement alongside one that I quote from The Times 
of January 9th, 1919. At a conference on venereal disease 
in the army the chairman, Lord Sydenham (president of 
the N.C.C.V.D.), is reported as saying that “ the National 
Council did not spend the moral aspect as part of their 
propaganda—they left that to the clergymen.” If Lord 
Sydenham be reported aright I rather think the National 
Council have changed their point of view, but, it would 
appear that in some respects we are not very much furtlier 
on in this question at the beginning of 1920 than we were 
at the beginning of 1919. The medical profession is still 
in a state of doubt and dissension over its standpoint on 
the moral side. Further, has the question of venereal 
disease attained any such position, beyond the columns of 
the medical press, as would justify the belief that the gre it 
mass of the people are any less apathetic towards the whole 
business than they were a year ago? I doubt it. 

At present, Sir, the National Council and the Society for 
the Prevention of Venereal Disease are splitting hairs over 
the question of whether prophylaxis should take the form 
of a packet distribution or disinfection under supervision. 
Is there any insuperable obstacle to the adoption of both? 
As regards our attitude towards the morality of prophy- 
laxis, I maintain that we must make it our concern. If we 
cannot plead its moral justification we are running tiie 
risk of alienating the sympathies and forfeiting the aid of 
large numbers of thinking men and women. For if a 
prophylactic scheme of any nature is established, it cannot 
be brought to the notice of those who stand in need of it 

without attracting the attention of a large community 
unprepared to receive into their midst so open an acknow- 
ledgement of the widespread existence of sexual vice. 

I believe that the preventive value of prophylaxis is 
proved, and ted in one form or another by both the 
National Council and the Society for the Prevention of 
Venereal Disease. Now what is its moral position? Its 
opponents say it offers an inducement to sin and immunity 
to the sinner, its advocates that it has in view the saving 
of the innocent. Noone can dispute the justice of the 
latter object. With regard to the moral objections, any 
inducement to sin can surely be counteracted and more 
than counteracted by a coexistent and far-reaching propa- 
ganda—moral, social, and educational—depending for its 
success on the extent to which the active aid of men and 
women outside the medical profession and the Church can 
be enlisted. But, Sir, counteracting influences are not 
necessarily a reply to moral objections. Good. “If a 
man have an hundred sheep, and one of them be gone 
astray, doth he not leave the ninety and nine, and goeth 
into the mountains, and seeketh that which is gone 
astray?” Do we then do wrong if we make our objective 
those who have gone astray? And what of conferring 
upon the sinner (for this argument is and will be used) an 
immunity from the consequences of his sin? Surely that 
is the one thing that we can safely leave to the judgement 
of Another. 

I repeat, if the campaign against venereal disease is to 
achieve victory with honour, if we are to secure the 
services of a large body of helpers, we must justify our 
prophylaxis. ‘To quote Dr. Butcher again, “ We shall have 
done our duty if we impart to the public the truth that 
science has imparted to us.” But we must beware lest 
the public interpret the practice of that truth as inimical 


to the truth that was imparted to mankind 1,900 years 


ago.—I am, etc., 
_ . James M. Starker, M.B., Ch.B,St.And.. 
Dundee, Jan. 5th.. 
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not consider I am assisting immorality if I take the 
-Hne that I am entrusted with the cure of the body and not 
of the soul. And prevention is better than cure; if I can 
prevent, I should do so. The fact that I were doing my 


best to prevent would not hinder professed priests and | 


others from carrying on tliéir'side‘of tlie campaign. 

If a man suffering from syphilis confided in a priest 
it would be the duty of the latter to dwell on the ethical 
side, and when he had finished turn the patient over to a 
doctor. But if the man came to me in the first place, 
I should not consider it any part of my duties to lecture 
him on his morals, nor to be guilty of the impertinence of 
directing him to make his peace with the Church. 

It is undoubtedly the duty of the medical profession and 
of its individual members to point out the dangers, evils, 
suffering to the innocent, and the gruesome side of venereal 
(lisease. Sometimes we succeed so well that the convert 
practises self-abuse rather than risk infection. The late 
Dr. Charles Mercier would have classified this last as a 


crime against humanity. It is all very well to say that 


education is going to eliminate immorality, but what is to 
be said of State education, which has taken the parents’ 
responsibilities out of their hands and thrust them on to 
. the shoufders of the teachers? 
_ What can be said for the education of to-day which 
teaches hygiene and decency by precept and then allows 
the scholars to go home to sleep two or three, of oppo- 
site sexes, in the same room—even in the same bed? How 
lung is it going to take to rectify this? How long will it 
be before the proletariat are decently housed? When will 
it cease to be a crime for a working man to help keep alive 
an imperial race by bringing up a family of half-a-dozen ? 
Anyone. who cares to see it knows that the worse the 


living conditions the lower the morality of the occupants— | 


nnd we meet this with “ watch committees ” and the like. 
‘The iniquity is that many of the couples started married 
life decent and. self-respecting until their economic con- 
ditions crushed the decency out of them and robbed their 
children of the chance to grow up decently. 

If they want. relaxation they go outside the hovels 
where they live, and this leads te drunkenness, pro- 
imiscuous sexual intercourse, and otherevils. It is useless 
to expect to reclaim this class -of the community by 
propaganda, aud it is absurd to contend that it is immoral 
to combat venereal disease amongst them by preventive 
measures. Education can do nothing for them until it has 
relieved them physically, then, perhaps, its teaching will 
not stultify itself. 

As to the immorality amongst the more fortunately 
situated classes. it is unwise to shut one’s eyes to the fact 
that Nature intended the sexes to be attracted to one 
another. The desire is a normal one, fortunately held in 
check by convention and still more by interest in one’s 
work and hobbies. But here, too, syphilis is rife, from all 
accounts, and innocent people are becoming infected every 
day. Is the tale of infection to rise higher and higher 
whilst religious and educational work is trying to catch it 
up? ‘This line of attack might possibly assume endemic 
proportions—certainly not the epidemic proportions of the 
incidence of the infection. Rather, one fears, will it be 
sporadic; and the convert probably already suffering from 
the disease. 

For my own part I am grateful to the eminent members 
of the profession who have been courageous enough to 
advocate preventive measures, knowing the kind of 
criticism they would have levelled at them. The least 
I could do was to apply for membership of the society. 

“Sic vos, non vobis...” from the “fagging” of 
school days to the present time.—I am, etc., 

J. Cuarstey Mackwoop, M.C., 


M.R.C.S., L.R.C.P. 
Newick, Jan. 12th. 


MODE OF QUININE ADMINISTRATION, 

Sir,—I am much obliged to Colonel W. H. Willcox for 
his letter in the Journat for January 3rd in reply to my 
inquiry in the previous number, and I now understand that 
his estimate of the comparative values of rectal, oral, intra- 
muscular, and intravenous administration of quinine— 
namely, that these values vary roughly in the proportions 
of 1, 2, 20, and 40 respectively—was a clinical estimate. I 
attach no small importance to such estimates when 
backed by so large an experience as Colonel Willcox had 


- Srr,—I am, Lhope, as moral as most people, and I do 


during the war. But there are many special difficulties jn 
the case of quinine in malaria, all of. which must. be remem. 
bered in every case. Thus when any change of trea; 
is made.we are apt to forget that the benefits of. the pre. 
treatment: may not. declare themselves for gome 
According to the best Italian work from the time of 
Torti, doses of quinine given, shortly before an impendi 
‘paroxysm, or even given and repeated during 
paroxysm, may not modify it in the slightest, but.,wiy 
annul the next paroxysm. Suppose that a bad case, 
malignant tertian has a paroxysm beginning at noon,o9 
a Monday, then the fever is likely to continue from 
hour till noon on the Wednesday following or even lates, 
and this in spite of any quinine which may be given 
on the Monday, Tuesday, and Wednesday; but the nes 
paroxysm, which should commence at noon on Wedneg. 
day, will be aborted. Suppose-that the clinician sees hig 
patient again on the Tuesday evening; he will. find him 
severe'y ill, in the so-called crisis of his aestivo-autumnal 
fever; and, if he-forgets these facts, he will think. that.all 
the oral quinine which he has given hitherto has failed, 
and he may then proceed to his intramuscular or intr 
venous injection. Sure enough next day the fever will 
probably fall or disappear ; but this result will be due, not 
to that injection, but to the quinine which was. given og 
the Monday morning; the patient may have taken gg 
much as 200 grains on the three days, but the dose given 
before the Monday exacerbation was probably the one 
which did the work and broke the fever from Wednesday 
onwards. It is precisely in cases of this nature that intra. 
venous injections are so apt to be employed, after, the 
previous oral doses have apparently failed; and it is 
cisely in such cases that we are so apt to attribute the 
recovery to the injections. 
Quinine does not affect the impending paroxysm because, 
according especially to Antolisei, Golgi, Marchiafava and 
Bignami, it cannot destroy the segmenting forms, to, the 
breaking up of which, with consequent liberation of toxins, 
the febrile exacerbation is due. Thus the latter writers 


Quinine acts upon the malaria parasites in that phase’of 
their life in which they are nourished and developed. When 
the nutritive activities cease by an arrest of the transformation 
of haemoglobin into black Bee ys and the reproductive phase 
begins, then quinine is ineffectual in its action. 

My own observations have always supported these 
opinions. It follows that the therapeutic value of .a doge 
of quinins may depeud more upon the time at which it is 
adm nistered in relation to the growth cycle of the parasites 
than upon the mode of administration. eet 

At the same time we cannot say definitely that the mode 
of administration has no effect on the result. I am 
inclined to think that it does not have much effect. For 
instance, very little difference could be proved between the 
results of oral and intramuscular administration in the 
numerous War Office researches on the ‘subject—see 
especially the late Mr. R. W. Harold Row’s careful paper 
in the Observations on Malaria by Medical Officers of 
the Army and Others, just published; and Captain 
G. B. Bartlett even thought that the oral method is’ the 
better. On the other hand, Lieut.-Colonel S. P. James 
found that intravenous injections had a quicker result in 
ten carefully taken cases, though the relapses remained as 
frequent as with other methods (Journ. R.A.M.C., 
September, 1917). The other literature is large, but 
conflicting, one-sided, or indecisive. ae 

Hypodermic injections had fallen into some disrepute 
before the war, owing to occasional local mischief, to 
tetanus, and, particularly, to the statements of many able 
chemists, that quinine is actually less readily absorbed 
from such injections than when given by the mouth. 
Therefore I for one rightly objected to them, except where 
oral administration was not possible (though I never said, 
as some seem to think.I said, that injections are entirely 
useless). More recent chemical work seems, however, to 
show that there is not much difference in the excretion of 
quinine, whether it is given by one route or another. ©»; 

Much interesting chemical work, bearing on treatment, 
lias recently been done by Ramsden, Lipkin, and Whitley 
(Ann. Trop. Med. and Parasitology, vol. xi, p. 434, vol. xii, 
p. 233, and vol. xiii, p. 149). They conclude that there is 
a great destruction of quinine in the tissues, especially 
when large doses are given, and that the concentration of 
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it in the blood is not much greater with large doses than 
with'small ones—which might explain why moderate doses 
seem to be clinically as efficient as massive doses. They 
say also that 90 per cent. of quinine injected intravenously 
disappears from the blood within one minute. Quinine is 
destroyed especially by the liver—whicl: would appear to 
iastify D. Sandro when he claimed in 1909 that this is the 
Cagsott why intramuscular injections are more potent than 
oral doses of the same magnitude (if this be true). The 
goncentration of quinine is always much higher in the 


’ tine than in the blood, except in blackwater fever, in 


Which it would seem to be eliminated in the form of 
Nierenstein’s haemoquinic acid—a very haemol ytic sub- 
gtance, the occasional formation of which may explain the 
gymptoms in many cases of that type of malaria. 

We have to consider not only the therapeutic value of 
any mode of administration, but also its administrative 
advantages or drawbacks. It is much easier to give 
quinine by the mouth than by other routes. Colonel 
L. 8. Dudgeon has recently shown that, whatever anti- 
septic precautions may be taken, intramuscular injections 
éause much local necrosis (BRITISH MEDICAL _ JOURNAL, 
January 3rd, p. 25, and Journ. Hyg., 1919, xviii, p. 317), 
and we hear “stories” of accidents which are not reported 
in print. On the other hand, I am seeing patients every 


day who lave had many injections, both intravenous | 


and intramuscular, but who have received no permanent 
injury from them—and also, I fear, no permanent cure. 
Against oral administration there are the dangers of vomit- 
ing, non-absorption, and, not least, of avoidance of the dose ; 
while there is this comfort about the other routes, that the 
dose cannot be avoided. 

- The real question is, not whether the injections are as 
yoodl-as oral doses or a little better, but whether they are 
s0 much better as to justify the extra pain and risk in- 
volved, small as these may possibly be. I have seen no 
decisive experimental proof of the superiority of the injec- 
tis; but pending such proof I think we are bound to 
accept the views of many clinicians who prefer them for 
daiigerous paroxysms, especially such as the attacks 
referred to by Colonel Willcox and Major Mavor, which 
usually occur in intensely malarial areas, and also occa- 
sionally in England. But for the ordinary attacks, of 
which we have been seeing thousands during the last 
three years, good oral treatment has been shown to be 
Bufficient in the numerous malaria hospitals and centres. 
I see that Colone) Willcox agrees. 

' The War Office Researches on Malaria did a great deal 
of work. It is a pity they had to be stopped last year. I 
have tried in vain to have them continued by other bodies. 
Even now the British Empire does not know how to 
manage its scientific affairs.—I am, etc., 


London, N.W., Jan. 17th. Ronatp Ross. 


,Str,—Malarial therapeutists talk glibly of administering 
‘from 1 to 3grams of quinine, more or less, daily, for weeks 
together, and one gathers that the drawbacks to a course 
of this treatment are few. But they do not often mention 
one very serious drawback, namely, the tendency of these 
oh doses to cause deafness, which often proves perma- 
nent. They will, of course, ascribe it to idiosyncrasy, but, 
idiosyncrasy or not, it is a very serious consequence. 

‘I have had considerable experience of the quinine treat- 
ment of malaria, and I can recall] several instances in 
which permanent and pronounced deterioration of hearing 
remained.-—I am, etc., 


Algiers, Jan. 4th. ALFRED S. GuBs, M.D. 


| FORGETTING: PSYCHOLOGICAL REPRESSION. 
‘S1r,—To one who has for nearly two years employed 
the ‘old Breuer-Freud method of abreaction, almost as a 
Sheet anchor, it comes rather as a shock to have its utility 
questioned. 

oy As in the Freudian method of analysis, one has, in the 
early stages of treatment, avoided suggestion as much as 
possible and allowed the patient to “ work out his own 


Salvation” by the revival of the original emotion in his 


own way. hen the battle dreams and more severe 


anxiety symptoms have been relieved, as they undoubtedly’ 


are,.and moreover in a remarkably short time, then 


methods: of re-education and persuasion are employed. 


& 


' Dr. Carver's artiele must, I feel sure, express the feelings 


of many who, like myself, work to relieve the anxiety 
state of the pensioner and others.—I am, etc., 
Ropert M. M.R.C.S., 


London, W., Jan. 18th. L:R.C.P.Lond. and Edin. 


Sir,—In his letter on “ Forgetting,” etc., in last week’s 
British MepicaL Journat, Sir Robert Armstrong-Jones 
writes: 


The psychoses and neuroses are Nature’s means of ‘defence, 
and I venture to believe they are best relieved by helping 
Nature to,obtain a complete rest and some mental diversion. 


I made a similar statement in 1916, and it was on 
account of my holding this view that I founded the 
Country Host scheme. 

It is sad, it is passing sad, that only at this late (almost 
too late) period the neurological experts and authorities 
are beginning to recognize the truth of the fact I ventured 


to point out to them in 1917—namely, that psycho-thera- 
' peutical treatment such as that given at Maghull, and 
later at Seale Hayne, removes symptoms indeed, but that 


it does not cure the patients permanently. Fér proof of. 
this I quote the 30,000 cases of war neuroses seen yearly 
by the Special Medical Board in London alone. 

As [ have insisted over and over again, the only per- 
manent cure for most cases of war neuroses is the natural 
one of rest and good feeding with suitable’ occupation, 
preferably. in the country. Most. unfortunately, the 
brilliant -results in the way of removal of symptoms 
dazzled the authorities, and, like Esau, they sold their 
birthright for a mess of pottage; they overlooked the fact 
that men so treated were no more “cured” than a man 
suffering from enteric fever would -be cured if his tem- 
perature were reduced to normal by placing him in a cold 
bath. Such treatment may be necessary and helpful, but 
it is only symptomatic, and is ‘not radieal or permanent in 
its result. 

Once more let me insist that all purely neurasthenic 
cases should be sent to the country under the Country 
Host scheme now being managed by the Red Cross. 
All hysterical cases should have their symptoms removed 
by psychotherapy and should then be sent for three 
months to the country under the above scheme.—I am, 


London, §.W., Jan. 19th. Tomas LumspeEn. 


Sir,—The discussion revived by Dr. Alfred Carver's 
communication is concerned with issues of such general 
interest that any member of the profession must hope it 
will not degenerate into the acrimonious mud-slinging 
which seems to be the usual fate of an argument wherein 
the word psycho-analysis is mentioned. 

I suggest that the problem is somewhat as follows: One 
is suddenly tendered a bill for five pounds, and it is. incon- 
venient to pay. One may not have the money, or may 
dispute the claim; anyhow, one does not.pay. Then 
perhaps the creditor dies, and his executor has no record 
of the transaction; the debtor is not pressed for payment. 
Next, one of two things happens to a large majority of 
debtors : either the whole transaction is forgotten, or it is" 
remembered as a case in which the sleeping dog may be 
allowed to lie. But by a minority, although the name of 
the creditor and the nature of his claim have been for- 
gotten, it is remembered that some claim exists. Such 
persons may make themselves miserable by afenrung © 
discharge debts of £1,000 (to which the principal has 
grown by very high compound interest) in the most un- 
likely quarters. How can we still these tender con- 
sciences ? ; 

1. We may persuade the debtor either (a) that he never 
owed anybody anything; or (b) that he has already paid 
his debt; or (c) that money is the root of all evil, and it is 
better to think of something else. 

2. We may try to find out who the original debtor was 
and what the nature of his claim. 

If we proceed by (1), the debtor may discover that his 
adviser is not telling the truth. He may have been 
positively assured that the debt. was paid to Smith; he 
may afterwards meet Smith, who is ignorant of the 
transaction... 
 If,on the other hand, we adopt (2), we may never find 


who the original debtor was, or; worse still, we may learn 
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that hedied of starvation owing to want of the five pounds, 
and left vo heir. 

Substitute in my apologue “ reaction" for “debt.” and 
“ painful stimulus”—or any other polysyllabic equivalent 
you please—for “creditor,” and one is close enough for 
practical purposes to the topic under discussion. 

How are we to decide whether (1) or (2) is the better 
line to follow? We shall obviously not derive anything 
but amusement from the spectacle of angry psychiatrists 
bandying such charges as lover of pornography or victim 
of a “complex ” from side to side (the manner of all pre- 
vious discussions). We shall derive very little, even of 
amusement, from dogmatic statements that this or that 
method “cures” patients, or from the spiritual auto- 
biographies of eminent men (thus far the method of the 


_ present controversy). 


What is meant by the term “cured”? Of those treated 


low many were “cured”? Were they in pari materia ? 


Was the treatment uniform? Have any two of the rivals 
treated samples of a common population by their re- 
spective methods? If so, what are the results? Like 
Sir Robert Armstrong-Jones, I have asked six questions; 
unlike him, I have not framed them so that a Latin trans- 
lation would require the use of the word num in each.— 
etc., 


Loughton, Jan. 18th. Mason GREENWOOD. 


THE ORIGIN OF TUMOURS. 

Sir,—In the annotation entitled “The Origin of 
‘Tumours,’ in last week’s Journat, it is stated that the 
lrypothesis recently developed by Ribbert is not invali- 
dated by the occurrence of #-ray cancer, because this type 
of growth arises as a single focus. This is far from being 
the case, for in a very high pce” of x-ray cancers 
there are two or more separate and distinct primar 
growths, two or three or even more fingers, the hand, 
and perhaps the chin, having all been affected in one 
individual. 

The more one thinks of these cases the more difficult 


_ becomes the acceptance of Cohnheim’s theory, or any modi- 
~ fication of it, such as that now advanced by Ribbert; for 


in #-ray cancer we have a condition—that is, carcinoma of 
the finger—practically unknown under any other circum- 
stances. Are we to suppose that Cohnheim’s cell-rests are 
deposited only in the hands of those who happen to adopt 
x rays as their avocation? Or, to take another remark- 
able example, can we imagine that the Kashmiri is the 
only kind of individual in whom cell-rests occur in the 
skin of the thighs and lower. abdomen—for these are the 
positions in which multiple kangri cancers are met with 
very commonly in Kashmir—and is cancer ever seen in 
these sites in other races ? 

In my view no hypothesis of the etiology of cancer 
can satisfy the facts unless it affords some sort of prob- 
able explanation of the origin, not only of such cases as 
cancer of the breast, about the precancerous stages of 
which we know nothing at all, but of such conditions as 
a-ray cancer, kangri cancer, soot and fuel cancer, or 
aniline, arsenic, and chrome cancer, all of which are 
specialized forms of growth occurring in peculiar situa- 
tions, and never arising except as the end result of the . 
action of a definite physical, chemical, or thermic agent. 

To say that a hypothesis “contains at least as much 
probability as any other hypothesis that has been made 
regarding the etiology of tumours ” is a damning criticism. 
—I am, etc., 

London, W., Jan. 14th. 


CHRONIC PANCREATITIS. 

S1r,—Consequent on my article on this subject in your 
issue.of November 15th, 1919, I have received a number of 
communications, several of which controvert my stated 
opinion that ‘on the surgeon restsin many of the cases the 
ultimate diagnosis by means of excision of a portion of the 
gland for microscopic examination ” (by which I mean the 
removal of a smali wedge), and suggest that the patho- 
a might be in many cases the person to undertake the 
tas. 


RowntTREE. 


May I point out that the pancreas stands somewhat pre- 


_ eminent amongst the tissues in rapidity and intensity of 
‘post-mortem changes ? death has stopped’ the 


circulation in the active digestion ‘begins, and in 


a gland examined twenty-four to forty-eight hours after ' 


death autolysis has produced results so pronounced ag te 
obliterate in portions of the gland histological distinctnegg 
of outline, and in others to simulate necrotic pancreatitis, 

The value of the various methods of examination of 
faeces, urine and blood, at present under trial, must be 
decided in many cases by the microscopic examination of 
fresh sections taken by the surgeon from the living gland 
I am, etc., 

Glasgow, Jan. 16th. Jas. H. Nicont, 


TICKS AND RELAPSING FEVER. 

Str,—Let me, in reply to Dr. Balfour's letter (January 
17th, p. 97), where he says, “ So far as I know we have no 
definite evidence that Argas persicus can transmit an 
human spironema,” state that in the summer of 19, 
I definitely proved that it can. I was then with a small 
column in North Persia. All the troops were under canvas, 
with the exception of a section of engineers, who werg 
billeted in a deserted house, where they slept mostly on 
frame beds. 

During the first week of their habitation there they 
complained of being bitten by bugs. I asked them to 
secure a specimen, which they did. This tallied exactly 
with the description of the Argas persicus in Manson's 
Tropical Diseases. The interesting point is that every 
man in that billet developed relapsing ‘fever. The 
spirochaetes were found in their blood and also in the 
tick itself. None of the other troops developed the disease, 
though many of them suffered frem lice infection. On 
making inquiries amongst the Persian natives, I found 
that nearly every house in the town was infested with 
ticks and that they were considered to be carriers of some 
sort of fever. 

The severity of the infection seemed to vary directly 
with the number of bites, which were sometimes very 
severe and healed with difficulty.—I am, etc., 

J. Lexeer Duntop, M.B., 
Late temporary Captain R.A.M.C, 


THE WORK OF A PENSIONS REFEREE. 

Sir,—It is evident that there is a widely spread fear in 
the profession that a State medical service will have many 
objectionable features. My experience, as medical referee 
to the Ministry of Pensions, lends no support to that view. 
I have found, from both the Ministers under whom I have 
worked to the latest joined member of the Local Pensions 
Committee, a genuine anxiety to do the best possible to 


Ross, Jan, 18th. 


‘restore disabled men to health and working capacity. The 


medical referee is left with an absolutely free hand to 
recommend whatever Ife considers necessary to that end, 
I am sure my experience can be echoed by all the other 
medical referees when I say that I have been treated with 
the utmost kindness and consideration. Letters are 
answered promptly, and not in the perfunctory official 
manner usual in some Government departments. The 
work is worrying at times, as one has to hold the balance 
true between the State and the pensioners. Mistakes will 
occur, no doubt, but if the work is done to the best of one’s 
ability, the sympathy and support of all the officials from 


the Minister downwards is assured. The terms are, in my 


opinion, generous, and I am pleased to state that genuine 
malingering is rare. One or two cases in which I suspected 
it, on further investigation proved to be suffering from ve 
real maladies; and I have found the conditions of weil 
under the Ministry a pleasure.—I am, etc., 

Falkirk, Jan. 12th. Grorce C. Srewart. 


THE IRISH MOTOR DEADLOCK. 

Sim,—It was hoped that through the good offices of Mr. 
H. G. Burgess of the Ministry of Transport a solution 
would be found of the deadlock which has arisen out of 
the Motor Permits Order, but it would seem that the 
impasse is to continue regardless of the consequences. 

‘There is, perhaps, no section of the community which 
has adopted the motor as a means of locomotion to a 
greater extent than the medical profession, and one fails to 
see how the medical needs of the public can be attended to 
in the circumstances now existing. 

Briefly the position ‘is this : ‘ 

1. The attendance of doctors is essential for the public good. 

2. Motors are essential for the efficient discharge of the 


doctors’ duties. 


3. Doctors are prevented from using their cars. sts 
' 4, Hitherto in all warfare the Red Cross has been respected, 
and belligerents who do not respect it alienate public sympathy. 
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afront red light at night for purposes of ready identitica- 


. tion, in order to prevent a repetition of the unfortunate 


occurrence which took place in co. Clare a few days ago. 
It may be urged tliat this concession, if granted, might be 
abused, but surely there is none more jealous of respecting 
the privileges of the Red Cross than the. doctors them- 
selves, and anyone found breaking its conventions would 


deserve severe punishment. 


It will be absolutely impossible for us to “carry on”’ 


without our cars, and we hope for the sake of the sick and 
: suffering that we be allowed to use them.—I am, ete., 


Maurice R. J. Hayss, 
Honorary Secretary, Dublin Division, 
Leinster Branch, British Medical 


Dublin, Jan. lth. Association. 


HYPERNEPHROMA OF THE OVARY. 


‘’ - Srr,—As my diagnosis of the specimens described by 
“me (British Journat, October 18th, 1919) as 


ovarian hypernephromata was doubted by Dr. Leith 


' Murray, I sent’ him the sections, and he was of the 
‘* opinion that they were lutein bodies. 
stances I sent the available material of these two speci- 
* mens, and another tumour which in my view came under 


In the cireum- 


the same category, to Professor Turnbull, who very kindly 


” éxamined them and sent me the appended report. 


[ now agree that my original diagnosis was wrong, and 
that these tumours are lutein formations. 
I shall be glad if you can insert this disclaimer, not 


* only to prevent the specimens being recorded unchallenged 


as hypernephromata, but also because. Professor Turn- 
bull’s report is so instructive that I think it should be 
published.—I am, etc., 


London, W.€.1, Jan. 2nd. A. Knyvett Gorpon. 


Report on Sections and Blocks of Ovaries, 


The following specimens were received from Dr. A. Knyvett 


Gordon on December 16th: (1) Sections labelled 217, 1209, and 


* 909; (2) one paraffin block of specimen 217, and two paraffin 
' Htocks of specimen 1209. The sections forwarded had been 


stained: 217 with haematoxylin and Biebrich scarlet, and 


* With acid rubin and Mallory’s stain; 1209 and 909 with haem- 


‘atoxylin and Biebrich scarlet. Sections were cut from the 
blocks of 217 and 1209, and were stained in Ehrlich’s haem- 
atoxylin with eosine, in Weigert’s iron haematoxylin with van 
Gieson’s mixture, in Weigert’s fuchselin with neutral red, and 
by the Weigert-Gram method with neutral red. There is no 
suggestion of malignant growth in the bodies within the three 
ovaries. If the bodies are connected with the suprarenal 
slands, they are either ectopic, suprarenal, cortical bodies, or 
benign growths thereof. In order to determine, therefore, the 
nature of the bodies, I first tabulated the points of histological 
difference, to be seen in paraffin sections, between (a) ectopic, 


iy suprarenal, cortical bodies, from the kidneys, liver, coeliac 


ganglion, and hilum of testis ; (b) adenomata of the suprarenal 


— cortex; and (c) lutein bodies. 


1. The Cells.—In ectopic, suprarenal, cortical bodies, and in 
cortical adenomata, the cells are acidophil, rendered somewhat 
granular by minute vesicles, or frankly spongy. They show 
little variation in shape, being round or, more commonly, 
rounded polygonal, the tuclaces where adjacent cells meet 
being flattened; measured with an eyepiece micrometer they 
are very seldom so large as the cells of Intein bodies, and their 
nuclei are ney larger. The cells of lutein bodies are 
much less commonly vesicular or spongy; the great majority 
have a appearance. They are usually 
less acidophil than the cells of cortical bedies, tending to be 
stained purple or blue in haematoxylin and eosine sections. 
‘hey vary greatly in shape; they are frequently elongated, the 


. long-axis being directed radially to the centre of the lutein body. 


The average cell is distinctly larger than the average suprarenal 
cortical cell. 

2 Arrangement of Cells.—In ectopic,cortical bodies the cells are 
arranged exactly as in the cortex of the normal suprarenal body. 
Unless the section is tangential, zonae glomerulosa, fasciculata 


. and reticularis are visible. The zona reticularis is pigmented 


in subjects of an age at which the corresponding zone is pig- 
mented in the suprarenal body. In cortical adenomata the 
exact arrangement of these different zones is not seen. In the 
adenomata, however, as in the ectopic bodies, the cells are very 
obviously arranged in acini; although the acini are 

only by delicate capillaries and equadly delicate strands of con- 
nective tissue, the acinar azmngnnel is conspicuous. The 
pomeneny ms of lutein bodies is traversed by a net of capillaries, 

is 


net being obvious when the capillaries are engorged. But 

a definite acinar arrangement, such as is seen in the suprarenal, 

fe not “This point of differentiation I have found to be 
*“gondtant, and I consider it therefore of great importance. 


3. General Structure—The lutein body has a central co 
This is stellate, sending centrifugal, tapering, 
beculae into the surrounding parenchymatous zone. The core 
at first consists of fibrin and blood corpuscles. Spindle fibro- 
blasts and capillaries 
and vascularized. 6 organization occurs most rapidly in the 
outer zone and in the centrifugal radiations therefrom. In 
early stages isolated lutein cells or isolated groups of lutein 
cells are seen occasionally in the periphery of the core in addi- 
tion to spindle fibroblasts. Trabeculae, carrying large vessels, 
pass from the ovarian stroma towards the core. The majority 
of these pass inwards opposite the intervals between the centri- 
fugal trabeculae. These centripetal trabeculae taper in the 
opposite direction—t,at is, towards the core. In con 
of these alternating centrifugal and centripetal tonkeuninn the 
zone of lutein cells is thrown into waves or crenations. In 
some lutein bodies groups of cells of smaller size, cells re- 
sembling more closely the cells of the theca interna of the 
Graafian follicle, are seen in isolated groups within the ovarian 
stroma which immediately surrounds the lutein body. More 
frequently such cells lie in or about the centripetal trabeculae. 
In the centres of een cortical bodies and cortical adeno- 
mata are veins with a relatively broad fibrous wall. Occa- 
signolly, also, accessory cortical bodies are divided by one or 
more fibrous trabeculae. I have never, however, seen in either 
accessory bodies or adenomata any structure resembling the 
stellate core of a lutein body, orany suggestion of the crenation 
described above as characteristic of lutein bodies. 

The above differences in general structure are obviously 
points of great importance in the differentiation. 

Determination by these criteria of the nature of the ovarian 
bodies in question :— 

Specimen #17.—The body has a stellate core a deli . 
vascularized fibrous tissue. Fibrin is absent. “The 
fugal‘rays into the surrounding parenchymatous zone. Centri 
trabeculae alternate with these, giving the parenchymatous gone the 
crenated structure characteristic of a lutein body. In the centripetal 
trabeculae, rarely in the periphery of the parenchymatous zone, are 
the smatier cells seen frequently im lutein bodies. A definite aciner 
arrangement of the cells in the parenchymatous zone is not seen. The 
cells are large, vary considerabiy in shape, and the majority have the 
cytoplasm of lutein cells. Fhe cytoplasm is less cyanophil 
x on body has all the important differential characters of a lutein 


Specimen 1209.—The body has a stellate core. This ia oceupied by 
fibrin (Weigert-Gram stain). The fibrin is invaded by‘a few fibro- 
blasts. The fibroblasts are most abundant in the periphery of the 
core, and in places form a definite fibrous zone thereto. Centripetat 
and centrifugal trabeculae alternate. The small cellg are present in 
the centripetal trabeculae. Definite alveolar arrangement is absent. 
Homogeneity of the cellular cytoplasm is more conspicuous in this 
body, and the cells are obviously cyanophil. 

This body might be taken for demonstration purposes as the type of 
a lutein body during early organization of the fibrinous core. 

Spetimen 909.—The interpretation of this.section is more difficult, 
because much of the body is not included. There is a large central 
core, composed apparently of fibrin; in the absence of the block I was 
unable to prove this. The outer zone of this fibrin is infiltrated by 
spindle fibroblasts and also in a few places by occasional cells similar 
to those in the parenchymatous zone. Centrifugal rays pass from the 
central core. The parenchymatous zone forms an incomplete ring. 
Towards one surface of the ovary it narrows, and ultimately dis. 
appears. Where the section includes the outer limit of zone, 
centripetal trabeculae are seen. Here the typical crenated structure 
of a lutein-cell zone is recognizable. Phe cells are not arranged in 
definite acini. They are, in general, of the homogeneous type,andare 
slightly basophil. A peculiarity is the extreme dilatation of many 
capillaries in the zone; the parenchymatous cells appear to be 
compressed thereby. 

This specimen has all the more important characters of a lutein 
body. Itisa flask-shaped lutein body, the lutein zone being absent at 
the point of dehiscence of the Graafian follicle. 


Conclusion. 

All three specimens, therefore, show the three main differen- 
tial characteristics of lutein bodies: (1) The stellate core of 
fibrin or granulation tissue, (2) the absence of clearly defined 
acini, and os alternation of centrifugal and centripetal 
trabeculae. cepting the opescens lack of basophilia of the 
cells in. specimen 1,209, they also show all the other less abso- 
lute characteristics which I have tabulated above after com- 
paring lutein bodies with cortical suprarenal bodies and with 
adenomata of suprarenal cortex. 

(Signed) Huspert M. TURNBULL, D.M., 
Professor; Direetor of the Pathological 
Institute of the London Hospital. ~ 


THE Straits Settlements gold medal, founded by graduates 
of Scottish Universities practising in the Malay States, has 
been awarded by the Senate of the University of Glasgow 
to Dr. R. T. Leiper, for the last fifteen years helmintho- 
logist to the London School of Tropical Medicine. His 


| researches into bilharziosis led. to his appointment by the 


War Office, im concert: with the Medical Research Com- 
mittee, to be consulting parasitologist to the Egyptian 
Expeditionary Force. In he, with his assistants, 
worked out the life-b of the peculiar trematodes 
which cause bitharziosis. It was shown that there were 
two species concerned—Schistosoma haematobium and 
Schistosoma mansoni, and it was established that both 
passed an intermediate stage in a freshwater snail, but 
that the snail was not the same; the one species S. haema- 
tobium. entering a Bullinus, and the other. S. mansoni a 
Planorbis. 


into it, and it is ultimately organized © 
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THE MILITARY MEDICAL SERVICES IN 1919. 
For the last five years an article has been published 
annually in the British MEpicaL JouRNAL in January or 
February dealing with the military medical services, with 


reference especially to the number of casualties which had’ 


occurred and of honours which had been granted during 
the previous year. This series was continued, and it was 
hoped completed, in the Roll of Honour published as an 
appendix to the Proceedings! of the special clinical and 


scientific meeting of the British Medical Association held 


last April. The armistice was declared over a year ago, 
on November llth, 1918; peace with Germany was signed 
on June 28th, 1919, but was not formally ratified until 

. January 10th, 1920. The Roll of Honour gave statistics 
up to June 28th, 1919, and contained the names of 
681 medical officers killed and of 515 who had died 
tliring the course of the war up to that date. Out of 
tris number 2 were killed and 63 died during the. first 
half of 1939. 

- But though peace now prevails, more or less, in Western 
Eiuvope, military operations still drag their slow length 
along in other parts of the world. To take Britain alone, 
during the latter half of 1919 a campaign, which a few 
years ago would have been considered a war on a fairly 
large scale, has been conducted on the North-West Frontier 
of India, and is not yet over. Desultory fighting has also 
taken place on the frontiers of Mesopotamia, both north 
and south, and in the Sudan. And only two or three 
rconths have elapsed since a British force of some size was 
withdrawn from Northern Russia. We still seem to have 
troops on the shores of the Baltic, on the Black Sea, in 
Persia, and possibly elsewhere. During the latter half of 
the year three medical officers have been killed in action 
on the North-West Frontier of India, while a good many 
others have been accidentally killed or died of disease. But 


deaths from such causes there must always be in an army 


of any size, whether at peace or at war. 


DEATHS. 

The following four names, which should have been 
included in the Roll of Honour, were accidentally omitted, 
the last three, having been published in Indian Army 
Lists which have reached England since June 28th. 


Sewell, W. T., Captain Royal Inniskilling Fusiliers, killed at 
Thiepval, July Ist, 1916. 

Gopal Swami, Lieutenant I.M.S.(T.C.), died at Madras, April 
26th, 1919. 

Greenwood, A., Major I.M.D., died June 10th, 1919. 


_ Mathre, 8. W., Captain I.M.S.(T.C.), died April 10th, 1919. 


The three medical officers killed on the Indian frontier 
during the latter half of 1919 were: 


Andrews, H. J., M.B.E., Captain I.M.S.(T.C.). 
Bhargava, M. P., Captain I.M.S.(T.C.). 
Middleton, A. H., Captain R.A.M.C.(S.R.). 


‘Phe following medical officers have died during the 
latter half of 1919. Those marked with an asterisk (**) had 
recently retired or been demobilized. 


R.N.—Surgeon Commander 8. H. Vickery, Staff Surgeon J. 
Verdon, Surgeon-Lieutenants R. M. R. Thursfield (killed when 
H.M.S. Glowworm blew up in the river Dwina, in North Russia) ; 
R. Martin (drowned). 


J. G. MacNeece,* Lieut.-Colonels 
M. M. Rattray, F. M. Parry, Major H. G. L. Chevers,* Brevet 
Major N. W. Stevens, Captains J. W. Burton, W. 8S. R. Steven. 


R.A.M.C.(S.R.).—Captains R. O’Kelly, G. A. Mitchell. 


R.A.M.C.(T.F.).—Majors E. W. H. Vincent-Ryan,* W. Peart- 
Thomas,* A. H. Hogarth, Captain C. P. Sells, M.C. ’ 


R.A.M.C.(T.C).—Lieut.-Colonel W. W. Angus, Major A. 
Neve,* Captains J. F. Stevens,* D.S.0., J. MacLeod (acci- 
dent), C. N. Cobbett, 8. W..MacLe!lan,* M.C., S. Wright,* 
J. F. Spilsbury, G. H. Baird, W. H. Gray, C. H. Backus. 


Australians.—Captain H. South. - 
radians.—Lieut.-Colonel R. Wilson. 
. I.M.S,—Lieut.-Colonels T.. Jackson, C. R. Stevens, Majors 


"1 Published by the British Medical Association, 429, Strand, W.C.2. 
Price 3s.; members of the Association are entitled to a covv free. 


H. Crossle, R. J. Bradley, Captains J. F. Richardson (T.C.), 


N. Ghosh (T.C.), Lieutenant N. N. Saha (T.C.). 


Combatant.—Major G. W. K. Crosland,’ D.S.0., West Riding 
Regiment. 


Honours. . 


The total number of ‘honours conferred upon members 
of the medical services, from August 4th, 1914, to June: 


28th, 1919, was 5,227, of which no less than 1,596 were 


‘gazetted in the first half of 1919. The attached table 


shows those given between June 29th and December 31st, 
1919, amounting to 485. About 450 come under the three 
heads of British Empire (218), miscellaneous (50), and 
foreign (181). The list includes no K.C.B.’s and only two 
K.C.M.G.’s and three K.B.E.’s. 
It has been stated that the honours gazetted in December 


would be the last given for war services. The Premier, 


however, has since announced that another list would be 
published of honours conferred for special services while 
prisoners of war. And presumably there will be some for 
the recent campaigns on the Indian frontier. 

The total number of honours conferred upon naval 
medical officers has been larger than in any previous year 
of the war; but out of the total of 96, the O.B.E. accounts 


for 81. The Territorial Force has also done well in actual. 


numbers, but 42 out of the total of 103 are. the Territorial 


| Decoration, an honour which is conferred almost auto- 


matically for length of service. 


Honours, June 29th to December 31st, 1919. 


8| 

R.A.M.C. .. 4) 2) 4] 1) 2] 65] 93 
R.A.M.CAT.F.) 2] 5] 15}—|—| - 44] 37] 07 
R.A.M.C.«T.C.) ..|—| 35} 2} 56-108. 
Australia... 4] 2;—|—I—] 1] 
New Zealand 4} al ag 
S.Afria.. 1} 2] 5} 1} 9 

Total ... 5 2| 7 1; 5} 2} 6| 1| 7/50/181) 485 


RECRUITING FOR THE R.A.M.C. anv I.M.S. 

Both the R.A.M.C. and the I.M.S. are now asking for 
applicants for commissions. It was announced in September 
last that 204 new commissions will be given in the I.M.S., 
136 to Europeans and 68 to Indians. So far the number 
of applicants does not seem to have been large, though a 
few temporary officers of the R.A.M.C. have accepted com- 
missions in the I.M.S. The terms of service offered are 
improved from the money point of view, as the pay now 
offered to officers on joining the service is more than 
double that which the senior men now serving drew when 
they first joined. .Probably the difficulty of obtaining good 
European candidates for service in India in the present 
unsettled state of affairs in that country is more political 
than pecuniary. There should be no difficulty in finding 
the Indian candidates required. It is to be hoped that 
only men with satisfactory war service, of whom there 
must be a large number, will be appointed, and that 
special consideration will be given to those who joined in 
1914-15, in the first year of the war. The R.A.M.C. 
doubtless will find it easier to get men for permanent 
service than the I.M.S. It is for many reasons to be 
regretted that compulsory service, or ‘“ conscription,” to 
the extent of requiring a year’s service in the army from 
all men qualifying and physically fit, was not kept up for 
some time longer, until all men now’serving who had left 
their practices to join the army, and all who joined in 
1914-15, whether. previously in practice or not, had been 


relieved and demobilized. 
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Medico-Legal. 


MEDICAL PROFESSIONAL PRIVILEGE. 
THE remarks made by Mr.‘Justice McCardie on this sub- 
ject on January 13th in. the course of: the case of Garner 
v. Garner, to which we made brief. reference last week, 


have received considerable notice in the public press, and | 


the vexed question as to the extent to which a medical 
man can be compelled in a court of law to disclose informa- 
tion obtained by him in his professional capacity is raised 
once again in a slightly altered form. 

As a rule of English law, it is established beyond all 

uestion that contidential communications which have 

assed at any time between a party to an action and his 
legal adviser in the latter’s professional capacity for the 
purpose of obtaining legal advice for the protection of the 
client’s interests, together with any information which the 


legal adviser may have. procured for the same purpose, . 
are absolutely privileged.. This right or privilege is the | 
‘“‘property’’ of the client in the sense that unless the. 


client waives his privilege, his legal adviser is not com- 


-petent to give evidence in any,court.of Jaw. with regard to 


any matter which is covered by the privilege. 


But the privilege is confined to the relationship of client 


and legal adviser, and although attempts have been made 


‘from time to time to extend it to the almost precisely 
-gimilar relationship of patient and medical attendant, 


those attempts have met with little or no'success. ah 
In the case of the King v. Elizabeth Gibbons, in which 


_the prisoner was charged with the murder of her bastard 


child, the evidence of a surgeon to whom she had made 
a confession in the course of a professional visit was 


‘admitted, and it seems élear that, subject to the discre- 


tion which every judge has to protect confidential com- 
munications in cases where he deems that protection is 
justified in the circumstances, no privilege, such as 
obtains in the relationship of legal adviser and client, can 
be claimed as a matter of right by a medical man or by 
his patient. 

It may, however, be of interest to show the views 
which the Courts have' taken of this medical ‘ privilege’’ 
at various times. 

In a case which was decided in 1828 Chief Justice 
Best said: 


‘I think this confidence [which obtains] in the case of 
attornies is a great anomaly in the law. The privilege does not 
apply to clergymen, since the decision the other day in the case 
of Gilliam. ia for one, will never compel a clergyman to disclose 
communications made to him by a prisoner; but if he chooses 
to disclose them I shall receive them in evidence. There is also 
no privilege of this description in the case of a medical man. | 


An attempt was made in Slade v. Tucker, which was 
decided in 1880, to claim privilege in respect of communi- 
cations made to a Pursuivant of the Heralds’ College, who 
had been employed in the conduct and support of a protest 


against a pedigree sought to be enrolled in the Heralds’ ; 


College, and Jessel, then Master of the Rolls, said: 


I never yet heard of the doctrine of communications between 
principal and agent being protected. The rule is that. protec- 
tion is confined to communications between a client aud his 
legal adviser, that is, between solicitor and client or barrister 
and client, and the doctrine’ goes no further, except as to the 
employment of the intermediate agents between the client and 
the solicitor and the client and the barrister. 


Mr. Justice Hawkins in 1896 took rather a wider view, 
according to a report in The Times of March 28th of that 

ear, of the case Kitson v. Playfair, and, in summing up 
the evidence to the jury in that case, said: 


I can quite understand a case, especially in a civil case, where 
adoctor is quite justified in refusing to divulge questions of 
professional secrecy. The judge might in some cases refuse to 
commit a medical man for contempt in refusing to reveal con- 
fidences. Every case must be governed by its particular 
circumstances, and the ruling of the judge will be the test. 


In 1914 Mr. Justice Avory put it ina somewhat similar 
way in observations which he made at the Birmingham 
Assizes in charging the grand jury with a case of murder 
arising out of an illegal operation. The prisoner in that 
case had been indicted on a coroner’s inquisition, the 
magistrates having dismissed the charge against her. It 
was clear from the medical evidence that the deceased 
had died from the effects of an abortion, but although 
three medical men had attended. her since the operation, 
to one at least of whom she had given the name of the 

rgon who had performed the illegal operation, no. in- 
formation had been given to the police or to the authorities, 


and the woman had died without any deposition baving 
been taken from her. Mr. Justice Avory said: ; 


Under circumstances like those in the present case, I 
cannos doubt that it is the duty of the medical man to 
communicate with the police .or with the authorities in 
order that one or another of those steps may be taken for the 
purpose of. assisting in the administration of justice. No one 
would wish to seé disturbed the ‘confidential relation which 
must exist between the medical man and his patient in order 
that the medical man may properly discharge his duty towards 
his patient; but there are cases, of which it appears to me this 
is one, where the desire to preserve that confidence must be 
subordinated to the duty which iscast upon every good citizen to 
assist in the investigation of a serious crime such asis impute.t 
to this woman. 


In Garner v. Garner, which-was the case before the 
Divorce Court on January 13th, the petitioner was praying 
for the dissolution of her marriage, and relied upon the 
fact that syphilis had been communicated to her by her 
husband. She therefore desired to call as a witness the 
doctor who had attended her for this complaint: in a 
London hospital at which treatment of venereal cases was 
given under the Public Health (Venereal Diseases) Regula- 
tions in accordance with the scheme formulated under 
those Regulations. The doctor went into the witness-box 
and then took the point, which he supported by a letter 


‘from the House Committee, that his knowledge of the case 


had been obtained in the course of the treatment of « 
venereal disease under the Regulations, and was therefore 
cenfidential and not tobe disclosed in a court of law. lt 
should perhaps be recalled that these Regulations ex- 
pressly provide that ‘all information obtained in regard 
to a person treated under the scheme approved by the 
Board in pursuance of the Regulations shall be regarded 
The doctor was, however, being called as a witness by 
the woman upon whom he had attended; no question of 
‘*privilege,’’ therefore, properly arose, and Mr. Justice 
McCardie decided that the evidence must be given. But 
the judge appears to have gone a good deal further than 
the occasion required, and to have made certain general 


observations: from which it may be inferred that even: 


had the doctor been called as. a witness by the other 
side, the judge’s decision would have been the same. 
These observations, according to the report in The Times, 
were to the following effect : 


“The doctor [of the venereal centre] was one of those who 
were desirous of assisting the scheme for treating venereal 
diseases in every way, and for the purpose he wished 
loyally to maintain the ‘secrecy which rightly rested upon 
nim. But- the witness would appreciate that in a court 
of justice there were even higher considerations than those 
which prevaUled with regard to the position of medical men. 


-He wished to say that, apart from the obligations which might 


be imposed on medical men by the order of His Majesty’s 
judges, it was desirable that there should be the moést loyal 
observance of the confidence which was reposed in them by 
patients. He was glad to say that the history of the medical 
profession was most honourable, and it was to be ho that 
= members would always retain the confidence placed in 
them. 


Put in another way, therefore, the provision in the Regu- 
lations of 1916, as to information being regarded as con- 
fidential does not, in the opinion of Mr. Justice McCardie, 
affect the question of a medical privilege. In order to test 
this opinion from the legal standpoint it is necessary to 
examine the Regulations a little closely, and not only the 
Regulations, but also the general scope of the Acts under 
which they were made. ; 

The Regulations were made under the Public Health 
Acts of 1875 and 1896 and the Public Health (Prevention 
and Treatment of Disease) Act, 1913. Under Section 130 
of the Public Health Act of 1875 the Local Government 
Board may make, alter, and revoke such regulations as 
the Board may think fit, with a view to the treatment of 
persons affected with cholera or any other infectious 
disease, and may declare by what authority such regula- 
tions are to. be enforced or executed; and power is, 
further, given to the Board by Section 134 of the same Act, 
whenever any part of England appears to be -threatened 
with any formidable epidemic, endemic, or infectious 
disease, to make regulations for the provision of medical 
aid, and for guarding against the spread of the disease. 
The Act of 1913 gives the Local Government Board power 
to make county councils authorities responsible for the 
execution of any regulations made by the Board under 
Section 130 of the Act of 1875. 


With the powers conferred by these Acts the Board, in ~ 


1916, made the Venereal Diseases Regulations, which pro- 
vided that every council was to arrange for the provision 
of assistance to medical practitioners attending patients 
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suspected to be suffering from a venereal disease, and that 
every council should prepare a scheme to be approved by 
the Board for the treatment of persons suffering from these 
diseases and for the provision of salvarsan at the council’s 
expense, and the regulations contemplated that this was 
to be done through the media of hospitals and other insti- 
tutions. Now, the Board had reason to know that the 
great difficulty which confronted any attempt to deal with 
this problem was the fear of disclosure on the part of those 
suffering from these diseases, and this being of such prime 
importance it rightly insisted that, as an essential part of 
any scheme, all information should be regarded as con- 
tidential, and the reason is even better appreciated when 
one reflects upon the number and varied classes of persons 
in a hospital or other public institution who must neces- 
sarily obtain a certain amount of knowledge with regard 
to patients attending for treatment. 

From this, however, it is a far cry to a claim of 
privilege. The word privilege is not used in the Regula- 
tions as. one would have expected had that been their 
intention ; and, moreover, the Acts under which the regu- 
lations were made do not give any power to create a 
privilege in the proper sense of the word. Secrecy is a 
factor peculiarly important with regard to the treatment 
of venereal diseases, but was not contemplated by any 
of the Public Health Acts under which the regulations 
were made. 

It seems, therefore, clear that Mr. Justice McCardie was 
right in his view of the Regulations, and that no legal 
protection is created by them. 

A great deal has recently appeared in the press as to 
the desirability of medical men being compellable to 
disclose information obtained by them in a professional 
capacity, and more particularly in regard to cases of 
venereal disease; it must be generally recognized that the 
arguments in favour of such contention are strong. 

According to French law, in effect, no witness is obliged 
in'a civil case to give evidence against his will, and by 
Art. 378 of the Penal Code a doctor who does so in a case 
of any sort is guilty of an offence. The aaa may be 
- translated as follows: 


Physicians, surgeons, and other officers of the health services, 
as also pharmacists, midwives, and all other persons who, 
owing to their status or profession, are depositories of secrets 
confided to them, who, save in the case where the law requires 
them to make notification (& se porter denonciateurs), shall 
reveal such secrets shall be punished by imprisonment for one 
to six months and a fine of 100 francs to 500 francs. 


It is provided further that such persons may not divulge 
these confidential communications even though their 
patients are prepared to waive the privilege. 

This view has not commended itself to English jurists, 
who. hold that inevitably from time to time cases must 
occur in which the judge will consider it essential in the 
interests of justice that the evidence of a medical attendant 
should be available, even against his patient. Any hard 
and fast privilege, on the lines of the French code, is not 
likely to be approved by Parliament. 

At the same time it must be recognized that the pre- 
servation of confidence is a prime essential of the relation- 
ship of patient and medical adviser, and that this should 
be respected in the public interest in all ordinary cases. 
No doubt it might be difficult to lay down any rule of 
privilege on these lines, but it should easily be possible to 
improve upon the present position, which is apt to result 
in definite conflict between the legal and professional 
duties. 

For this, however, legislation is necessary. 


The Serbices. 


MEDICAL APPEAL BOARDS FOR OFFICERS. 
THE Ministry of Pensions announces that medical appeal 
boards for officers, each consisting of a Deputy Commissioner 
of Medical Services (as chairman), an appropriate specialist, 
and a medical assessor, are being established at the regional 
head quarters of the Ministry of Pensions, or at other con- 
venient places within the respective regions. The medical 
appeal board will hear all appeals based on dissatisfaction with 
the assessment of the degree of disablement. It will also deal 
with Claims based on deterioration of health since the last 
board and made within one month of the date of the last 
board, such claims being deemed to be based on dissatisfaction 
with the assessment made by the last board. (Claims in the 
jatter’ category, where made after the expiry of a month, will 
be'dealt with by special machinery which has been set up for ; 


the 


purpose.) 
The. medical appeal board will have before it all the relevant 
medical documents, including proceedings of the previous . 
board and any medical the appellant may 


— 


furnish, and will be in a position to give an authoritative 
opinion. The appeal board will have power to raise or lower 
or confirm an assessment, and the decision will be binding for 
the currency of the previous award, provided that it will nos 
preclude the review of the assessment during that period, if the 
officer claims that his condition has become substantially worse 
since the decision. 

Officers desiring to appeal or claim a reassessment must com. 
municate direct with the Secretary, Officers’ Branch, Ministry 
of Pensions, Chester Gate Huts, Regent’s Park, N.W. i. 


HONOURS. 


C.B.E 4 
(temporary Colonel) Thomas Clarke, 0.A.M.C, 


has been appointed 


a Commander of the Order of the British . 


Empire (Military Division) in recognition of valuable services * 


rendered in connexion with military operations in Siberia. 


Military Cross. 
The Military Cross has been anerare to Temporary Assistant 
Surgeon James Michael Connor, I.M.D., for marke gallantry 
and devotion to duty at Barley Hill Piquet on July 18th, 1919. * 


He went out from Fort Maude, and, atter being wounded himself, 


attended the wounded under fire until ‘they were evacuated. He Was — 
again wounded while leaving, but continued at duty at Fort Mande 


until July 20th. 


FOREIGN DECORATIONS. 
The following are among the decorations and medals awarded 


vices rendered during the course of the campaign. 


by the Allied Powers to British Forces for distinguished ser- 


By the President of the United States o of America, e 
Distinguished Service Medal. — Sir 
Anthony A. Bowlby, K.C.B., K.C.M i ae 


Major-General! Sir Jones, KS: B., , A.M.S.; 
Major-General Sir H. Neville Thompson, OMG. C.B., 
D.8.0.; Honorary Major-General Sir Cuthbert 8. Wallace, 
K. C.M.G., C.B. 


y the President of the French Republic. 

Légion Fie —O : Colonel John Charles Baron 
Statham, C.M.G., C.B.E., late R.A.M.C. Chevalier: Lieut.- 
Colonel R, de Lothbiniere "Harwood, C.A.M.C. 

Croix de Guerre,—Captain (acting Major) James Chambers 
Sproule, R.A.M.C. 

Ordre du Mérite Agricole.——Chevalier: Captains James Clayton, 
John Duncan Davidson, and John Golding, D. weve R.A.M.€. 


TF. 
By the King of Serbia. 
Order of St. Sava.—dth Class: 


Henry Peacock, Norman Bruce Stewart, and William Halliday 
Welsh, R.A.M. (temporary Captain) Arnold Guy 


Harsant, R.A.M.C 
Gold Medal Service.—Captain Philip Henry 


Mitchiner, R.A. 
the King of Siam. 

Order of the White Heonant -—8rd Class: Lieut.-Colonel and 
Brevet Colonel Sir Edward Scott Worthington, K.C.V.O., C.B., 
C.M.G., R.A.M.C.; Lieut.-Colonel R. de Lothbiniere Harwood, 
0.A.M. Major (acting Lieut.-Colonel Kichard Chapman 
Wilson, R.A.M.C. ; Captain and Brevet Robert Craig 
Dun, R.A.M pea WF). 4th Class: Captain oseph Henry A. 
Paquette, C.A. 

Order of the Crown of Siam.—2nd Class : : Lieut,-Colonel Harold 
Percy Waller Barrow, C.M.G., O.B.E., D.S.O., R.A.M.C. 


By the Sultan of Egypt. 
Order of the Nile——38rd Class: 


Captain John 
R.A.M.C.(T.F.); temporary Captains (acting Majors) William 


-Colonels Cauldwell 


Hamilton Anderson, M.C., 2nd Light Horse Field Ambulance, . 


A.A.M.O.; (temporary Colonel) Thomas Henderson re 
D.S.O., R.A.M.C.(T.F.), Percy Samuel Lelean, O.B., R.A.M.C. ; 
Major and Brevet Lieut.-Colonel (acting Lieut. -Colonel) Herbert 
Vale Bagshawe, C.B.E., D.S.O., R.A.M.C.; acting 
Lieut.-Colonels) Alexander Glover 
Wykeham Heron, D.S.O., O.B.E “Major Alfred 
William Moore, 0.B.E., 
Lieut.-Colonel) Hugh Stanley Beadles, "A.M. C.(T.F.). 4th 
Class: Major Leonard A. Avery, R.A.M.O.(T.F.); 
Captain Arthur Lewin Sheppard, I.M.S. 


By the Shah of Persia. 
Order o 
Stocker, C., I.M.S. 
the President of the hdr appa Republic. 
Military. Order_of Avis.—Commander : 
Colonel George Henry Usmar, O.B.E., 8.A.M.C. 
Captain Frederic Battinson Smith, M, C., R.A.M.C.(T.F 


By the King of the Hellenes. 


Order of the Redeemer.—Chevalier : Captain William Lombard: 


u 
(T.F 


Medal. for Military Merit. —Srd Class: Lieut. -Colonel ie 

Major John . 
Spen dgar Simith, 

R.A. M. 3 Captains (acting Majors) Philip 


Arthur Durham 


R.A.M.O.; temporar 
Heatly cer, i 


0.3 Captain Harold 


eorge 


the Lion a Sun.—8rd Class : Captain Charles James _ 


eva 


Mayn 
| Capta 
Ronal 
BAA 
Ord 
(actin 
The 
Yeom 
G. Hs 
Batta 
Ma 
Jame 
D.S.¢ 
EK. 
Midd 
McK 
R.E.. 
| Amb 
Cay 
Ca 
Gene 
Th 
dist 
a Gro 
dist 
ope’ 
for 
afte 
: and 
atrt 
unt 
| 
fan 
me 
alte 
Hu 
He 
he 
at | 
: dw 
wo 
in 
ue Du 
offi 
gre 
reg 
chi 
cot 
ski 
vel 
pre 
in 
ap 
ber 
bu 
otl 
th 


2s ees 


JAN. 24, 1920] 


MEDICAL NEWS, 


137 


Maynard Heath and Robert Scott, R.A.M.C. 4th Class: 
Captain J. Ratoliffe, R.A.M.O.(8.R.); temporary Captains 
Ronald HE. Gordon Gray, and Charles Samson Thomson, 


the King of the Hedjaz. 


B 
Order of El Nahda.—srd lass: Captain and Major 


(acting Major) William Edward Marshall, M.C., R.A.M. 


TERRITORIAL DECORATION. 

The Territorial Decoration has been conferred upon the 
following officers of the R.A.M.C.(T.F.): 

Lieut.-Colonels: John Allison (attached Northumbrian 
Yeomanry), F. E. Fremantle, O.B.E., M.P. (General List), F. W. 
Gibbon, ¥.D. (attached Tyne Electrical Engineers), Archibald 
G. Hay (rd Scottish General Hospital). 

Major (acting Lieut.-Colonel) James Scott (attached 5th 
Battalion, Royal Scots). 

ors: William A. Burns (2nd Lowland Field Ambulance), 
James H. Dixon (5th London Field Ambulance), William Haig, 
D.S.O. (attached 6th Battalion, Royal Highlanders), Alexander 
%. Kidd, O.B.H. (3rd Highland Field Ambulance), James 
Middleton (attached 5th Battalion, Gordon Highlanders), Paul 
McK. Terry (attached Wessex Division, Ammunition Column, 
R.F.A.), illiam D. Watson (lst East Anglian Field 


_ Ambulance), James Wood, D.S.O. (1st West Lancs Field 


Ambulance). 

Captain and Brevet Major Keith W. Monsarrat (1st Western 
General Hospital). 

in (acting Major) Arthur L. Whitehead (2nd Northern 

General Hospital). 

Captains : “) J. R. Lowe (4th Northern General 
Hospital), F. W. K. Tough (3rd West Lancs Field Ambulance). 

The surname of Lieut.-Colonel Cyril H. Howkins, C.B.E., 
D.S.0., is as now described, and not as stated in the London 
Gasette of November 4th, 1919. 


Obituary. 


- GEORGE WILLIAM KILNER CROSLAND, D.S.O., 
M.R.C.8,, L.R.C.P., 


Late Chairman of the Huddersfield Division, British 
Medical Association. 


fag medical profession in Huddersfield and surrounding 
district has sustained a serious loss by the death-of Major 
Grosland, which took place on the last day of 1919, after a 
distressing and painful illness. He underwent a serious 


operation in the spring of last year which necessitated his — 
absence from work for about four months. In the autumn © 


his health had improved so much that he had good ground 
for believing that he was cured of his ailment. Soon 
afterwards, however, there were signs of a recurrence, 
and he began slowly but surely to lose ground. He 
atruggled bravely on in spite of much pain and weakness 
and did his operative work—hospital and private practice— 
until within a month of his death. 

‘Major Crosland belonged to a well-known Huddersfield 
family, and his grandfather, Mr. T. P. Crosland, was 
Member of Parliament for the borough. He received his 
medical training at the Leeds School of Medicine, and 
after qualifying, in 1892, was appointed house-surgeon of 
Huddersfield Infirmary, and held that post for two years. 
He then started practice in his native town. In 1905 
he was appointed honorary surgeon to the Infirmary, and 
at the time of his decease was senior surgeon. He served 
during the South African war as surgeon. Ten years 
ago he contracted blood poisoning, whilst operating, 
resulting in a serious illness which laid him aside from 
work for many months. At the outbreak of the war 
in 1914 he was a combatant officer in the Fifth Battalion 
Duke of Wellington’s Regiment, and went with it to 
France, and was exceedingly popular with his fellow 
officers and men. In recognition of his services he was 
granted the D.S.O. On returning from the war and 
resuming his private practice in Huddersfield he had 
charge of one of the auxiliary war hospitals. 

Major Crosland was only 50 years of age, and great 
regret is felt by his professional brethren and the whole 
community at his untimely death. He was an able and 
skilful surgeon, a wonderfully quick and neat operator, and 
very resourceful in any emergency. He had high ideals of 
professional honour and acted up to them. He was late 
in coming to his own, but his skill as a diagnostician and 
his dexterity as an operator were becoming more and more 
appreciated by his fellow practitioners, and had he not 
been stricken down by sickness he had the P sige of a 
busy and useful career. He spent his life in the service of 
others and delighted in his work for its own sake, rather 
than for any monetary reward it might bring him. For 


. 


several years he was secretary of the Huddersfield Medical 
Society, and only last year retired from the post of chair- 
man of the Huddersfield Division of the Yorkshire B#uch 
of the British Medical Association. He was an occasional 
contributor to the British Mepicau Journat. 

_ Major Crosland was buried with military honours amidst 
many signs of deep respect. The funeral was attended by 
a large number of the medical men of Huddersfield and 
the surrounding district. 


Tue death took place from encephalitis lethargica,on 
December 26th, 1919, at Great Shelford, Cambridgeshire, 
of Dr. James Tuomas Cuampertain. He was born in 
Leicestershire in 1856, and received his medical education 
at Edinburgh University and the Royal College of 
Surgeons of Edinburgh, winning a medal in midwifery 
and diseases of women and children. He obtained. the 
Scottish triple qualification in 1886. Dr. Chamberlain 
practised for ten years in Nottinghamshire, and shortly 
after his retirement went to live at Great Shelford, where 
he made himself very popular, taking a warm interest in 
all local affairs.. He was one of the trustees of the Shel- 
ford charities. The first part of thie funeral service was 
held in Great Shelford Free Church on December 30th ; 
the interment ceremony took place in the parish churel- 
yard. The wreaths included one from former patients in 
Nottinghamshire. Dr. Chamberlain leaves a widow. 


Captain H, J. ANDRrews, M.B.E,, LM.S., was reported 
as killed in action in a casualty list published on 
November 24th, 1919, aged 48. He went to India as a 
young man, and was one of the first officers of the 
Salvation Army in that country. Subsequently he studied 
in the United States, and took a medical degree at 
Chicago. During his service with the Salvation Army he 
designed and superintended the erection of three hospitals 
—at Nagerwil, at Anand in Guzerat, and the Thomas 
Emery pital at Moradabad. He took a temporary 


commission as lieutenant in the I.M.S. in June, 1917, was” 
promoted to captain after a year’s service, and received the 


M.B.E. in June, 1918. 


Medical  Petus. 


THE first of the course of three Lettsomian Lectures ou 
tumours complicating pregnancy, labour, and the puer- 
perium, before the Medical Society of London, will be 
delivered by Dr. Herbert Spencer on February 2nd, at 
9p.m. It will deal with fibroid tumours. The annual 


oration will be given by Sir D’Arcy Power on May 10th ; 


the subject is ‘‘ The Rev. John Ward and Medicine.” . 
Dr. MILLAIS CULPIN will begin a course of fifteen 


lectures on neuroses and psycho-neuroses in the London’ 
Hospital Medical School at 5.15 p.m. on Tuesday, January | 


27th. Members of the profession are invited to attend tha 
course. 

THE Assurance Medical Society has resolved, by a large 
majority, not to become incorporated with the Royal 
Society of Medicine. 

Dr. EDWIN SMITH, lecturer on forensic medicine and 
toxicology at St. Thomas’s Hospital, has been appointed 
deputy coroner for Westminster and the South-West 
London district. 

AN ante-natal clinic will in future be held weekly on 


Thursdays at the Great Northern Central Hospital, — 


Holloway Road, N.7. 

AT the meeting of the Hunterian Society to be held at 
the School of Oriental Languages, Finsbury Circus, on 
Wednesday, January 28th, at 9p,m., Dr. A. E- Gow wilt 
read a paper on treatment by protein therapy. 

Dr. Louis W. SAMBON will read a paper on tropical and 
subtropical diseases at a meeting of the Royal Colonial 
Institute to be held at the Central Hall, Westminster, on 
Tuesday, January 27th; the chair will be taken by Sir 
Patrick Manson, G.C.M.G., M.D., F.8.8., at 3.50 p.m. ‘ 

THE Royal Sanitary Institute announces courses for 
sanitary officers, meat inspectors, and women health 


visitors, and child welfare workers. The courses are . 
didactic and practical. Full particulars can be obtained ~ 
on to the director and Tasti- 


tute, 90, Buckingham Palace Road, London, 
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THE first exhibition of a-ray prints in this country to be 
open for any considerable period is on view at the house of 
the Royal Photographic Society, 35, Russell Square, until 
February 7th.- The prints have been gathered together by 
a committee of the Réntgen Society, and include nearly 
two hundred examples by some twenty or thirty of the 
principal radiographers in this country as well as a few in 
Hrance. One at least of the prints is of historic interest ; 
it. is the first radiograph made in public in London, and 
was the result of an exposure on the human hand for 
twenty minutes in the course of a demonstration by Mr. 
Campbell Swinton at the Camera Club at the beginning of 
1896. In addition to the very representative illustrations 
of medical and naturalist interest, a large number of 

‘records of the application of w rays to the examination of 
metals are included ; and altogether the non-medical uses 
of # rays would surprise any visitor who is not familiar 
with the most recent developments in radiography. 

THE first number of Discovery, published by Mr. John 
Murray for the trustees, has appeared. It is a popular 
journal designed to give its readers an interest both 
in the sciences and in the humanities.. The editor, Mr. 
A. 8. Russell, M.C., D.8c., believes that there has been 
considerable opposition between representatives of science 
and the humane studies, and that the two studies ought 
to.be regarded as complementary. The first concep- 
tion of the journal was due to the late Professor Julius 
Maeleod, a Belgian botanist who was a guest of the 
University of Manchester during the war. A joint com- 
mittee was formed between the Council of Humanistic 
Studies and the Conjoint Board of Scientific Studies, and 
it was arranged to establish such a journal and to commit 
its. management to representatives of various bodies, in- 
cluding the National Union of Teachers, the Head Masters’ 
Conference, the British Psychological Society, the Royal 
Society of Economics, and various associations concerned 
with classics, history, geography, and modern languages. 
The first number ranges over a variety of subjects— 
archaeology, psychology, education, politics, and acoustics 
as applied to sound-ranging in war. We wish the new 
monthly success, and hope that the support it receives 
may. shortly .warrant its enlargement, for it has a very 
wide field to cover. The price is 6d.; the annual sub- 
scription, post free, 7s. 6d. 


Ketters, Notes, and Answers. 


ORIGINAL ARTICLES and LETTERS forwarded for publication are 
understood to be offered to the BRITISH MEDICAL JOURNAL alone 
unless the contrary be stated. 

CoRRESPONDENTS who wish notice to be taken of their communica- 
tions should authenticate them with their names—of course not 
necessarily for publication. 

AvurTHors desiring reprints of their articles published in the BrITiIsH 
MEDICAL JOURNAL are requested to communicate with the Office, 
429, Strand, W.C.2, on receipt of proof. 


In order to avoid delay, it is particularly requested that ALL letters 
on the editorial business of the JOURNAL be addressed to the Editor 
at the Office of the Jocurna.. 

THE postal address of the BrItisH MEDICAL ASSOCIATION and 
BritisH MEDICAL JOURNAL is 429, Strand, Londos, W.C.2. The 
telegraphic addresses are: 

1. EDITOR of the BritisH MEDICAL JOURNAL, Aittiology, 
Westrand, London; telephone, 2631, Gerrard. 

2. FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate, Westrand, London; telephone, 
2630, Gerrard. 

3. MEDICAL SECRETARY, Medisecra, Westrand, London; 
telephone, 2634, Gerrard. The address of the Irish Office of the 

. British Medical Association is 16, South Frederick Street, Dublin. 


QUERIES AND ANSWERS. 


INCOME Tax. 
«* ANXIOUS INQUIRER” has an income of about £100 net from 
provesty ; what will be his income tax liability if he transfers 
is practice to his son? 

*_* As from the date of transfer his total income would be 
reduced by a proportional part of the income tax assessment 
—for example, if from February 5th, 1920, then by two- 
twelfths, and soon. If the transfer be effected by April 5th, 
1920, and our correspondent has no other income, he would 
not be liable'to income tax on his property for 1920-21, as his 
total income for that year would be less than £130. 


ADOLESCENT OBESITY. 
B. G. R. asks for suggestions in the treatment of a girl in her 
teens who continues to put on fatin spite of strict dieting, 
exercises, and thyroid treatment. After three years of failure 
the effect is most depressing (mentally) on the patient. ° 


_ when I fixed upon 120 years asthe inten 


ALOPECIA, 


M. C. wishes to hear if any further treatment would: be of wi 


ina 7 Who at the age of 17 began to lose her hair. She ig 
now 19, in good health, having had a long course of x ray,: 
ionic, and electrical treatment with no improvement, . 


LETTERS, NOTES, ETC. 


MINERS’ NYSTAGMUS.”’ . 


Dr. F. (London, E.C.). writes: In paper 


which contributed to your. issue of March 4th, 1916, as. the. 
result of observation of a series of cases met with in the army; 
I ventured to call attention to the misleading character ot, 
the title of the disease, which concentrates attention upon’ 
one out of many symptoms in this complaint as if this werg! 
the disease itseif. One of the results of this has been t@: 
relegate the disease purely to the department of ophthalmo.: 
logy, when in a it is an affection of the nervous system: 
in general. Thus the medical textbooks as a rule ignore the 
subject altogether, and even modern textbooks on ophthalmo.: 

_logy leave much to be desired in their treatment of ‘this 

affection. The American Encyclopedia of Ophthalmo 

.vol. x, contains an exhaustive account of the literature of 
the disease, whilst’ Dr. Lister Llewellyn’s monograph, 
Miners’ Nystagmus: its Causes and Prevention, is the classida|! 
work to which one would naturally turn. Much needs to’ 
be done to deal with the prevention and treatment of miners?! 
nystagmus, and a determined effort should be made to improve: 


the conditions of those who are liable to or already suffering. 


from this serious malady. 


CERVICAL VAGUS AND SYMPATHETIC. 


IN a note on Sir E. Sharpey Schafer’s experiments on the 


cervical vagus and sympathetic published in the Epitom 
January 17th, p. 12 (paragraph 74) there was a slip of the pen 
The penultimate sentence should have read ‘ No functiona 
regeneration of the vagus in the neck was found either iy 
dog or cat.”’ In common with other investigators he found 
histological and functional regeneration of the sympathetic, 


THE SPAN OF LIFE. 


LIEUT.-COLONEL FREDERICK F. MacCaBkE, M.B. (Kildare), 


writes: Since I wrote Human Life and read your review of 
‘Ihave read the Bible. I cannot resent your preference for 
the words of the Psalmist on the length of life to any words 
of mine, but I think the following quotations will interest 
your readers, as they go far to show that, perhaps, after all, 
I may have been right, even from a —— point of view, 
span of life. 
_ In Genesis, chapter vi, verse 3, I find the following: ‘‘ And 
God said, My spirit shall not remain in man for ever, because 
he is flesh and his days shall be a hundred and twenty years,” 
And again, in Deuteronomy, chapter xxxiv, verse 7: ‘* Moseg 
was a hundred and twenty years old when he died: his eye 
was not dim neither were his teeth moved.” Then in Eccle- 
siasticus, chapter xxvi, verse], I find the following interestin 
quotation bearing on the subject: ‘‘ Happy is the husband o 
a good wife, for the number of his years is double.’’ Of course, 
this leaves me in doubt as to whether such a man’s expectation 
of life is 140 or 240 years. 


A DISCLAIMER. 


Dr. A. C. MAGIAN (Manchester) desires it to be understood that 


the recent use of his name in an advertisement of a fountain 
n is distasteful to him, and that he has taken steps to 
inform the advertiser of his disapproval. 


VACANCIES. 


NOTIFICATIONS of offices vacant in universities, medidatl: 


colleges, and of vacant resident and other appointments 

at hospitals, will be found at pages 38, 39, 43,44, 45, 46, and 47 

of our advertisement columns,.and advertisements as to 

ve assistantships, and locum tenencies at pages 40, 
, and 42. 


THE following appointments of certifying factory surgeons are: 


vacant: Duncannon (Wexford), Newmains (Lanark), Roch- 
dale (Lancaster). 


SCALE OF CHARGES FOR ADVERTISEMENTS IN THE 


BRITISH MEDICAL JOURNAL, 


£8. 4. 
Seven lines and under 0 60 
Each additional line ave 009 
Whole single column 406 
Whole page ... 1200 


An average line contains six words. ai 
All remittances by Post Office Orders must be made payable to 


the British Medical Association at the General Post Office, London. 
No responsibility will be accepted ior any such remittance not so, 


safeguarded. 


Advertisements should be delivered, addressed to the Manager, 


429, Strand, l.ondon, notlater.than the first post on Wednesday morning 
preceding publication, and, if. not paid for at the time, should be: 


accompanied by a reference. . 


Nore.—It is against the rules ‘of the. Post Office to receive’ poste, 


restante letters addressed either in initials or numbers. 
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